Rev 03 2019 






4>3tffl: iMM 



EJLf 1=1 

b ixi PS w %t w bm bU 

0 lE'ffi'ff nij 

- fP®]?L*a(PFO) 

- rn.mim.mmmn 

- 

M IXI PiiUt^f® 

- ^5®fp#ra (ft) m 

mmm$. 

o 

B —^^^^i0]Piii))£f^ 

- tte mbt (Hs^o ®mm 


- 

□ 3 D TEE PFO B ASD MtMIX 

- 3 D TTE PFO ■% ASD it If MIX 
3 D M)E 

□ ^ ffi m ias f&mx 

□ iTitfn#*: TTE ■% 

TEE 

□ RVljjfb 
a Lvijjt£ 

B f H J Pil4;l' H J Pil^tiwFSf^ 

0 4P0?L*ffl 

o mmmmm 

□ $CTWfP#MftN 

□ B&mfiit: 


- TTE 

- TTE 

- TTE>O^0JSMffl 

- TTE (^ 

^I'b]) 

- TTE I%# 

iWj {i ffr ‘ft 43 t? ffl [5 

- 


□ i4±#HMMt45 

□ TTE, TEE, 
ICE 

□ ICE ^ 44 b# PTC 

□ AJh^PPPMII 
0 MW 

Wrk 

^Y%WM 


it# 


tpJC±W' 

2D 

Two-dimensional 

n i% 

3D 

Three-dimensional 

Hit 

AoV 

Aortic valve 


ASA 

Atrial septal aneurysm 

mmwMm 

ASD 

Atrial septal defect 


ASO 

Amplatzer septal occluder 

Amplatzer 44ij4i#r 

AY 

Atrioventricular 






cs 

Coronary sinus 


EV 

Eustachian valve 


DTI 

Doppler tissue imaging 


FDA 

Food and Drug Administration 


IAS 

Interatrial septum/septal 

^rf§]fe 

ICE 

Intracardiac echocardiography 

AMl*l®5AA® 

IVC 

Inferior vena cava 

TMftE 

LA 

Left atrium/atrial 


LY 

Left ventricle/ventricular 


PA 

Pulmonary artery 

MAE 

PFO 

Patent foramen ovale 

IP 041 A® 

Qp/Qsratio 

Pulmonary to systemic blood flow ratio 


RA 

Right atrium/atrial 


RT3DE 

Real-time three-dimensional 
echocardiography 

s£B4A£t®AAASI 

RUPV 

Right upper pulmonary vein 

AAMftE 

RV 

Right ventricle/ventricular 


SCAI 

Society for Cardiac Angiography and 
Intervention 

AffLWiaJ^MAAM'A 

SVC 

Superior vena cava 

AMitf-E 

SVD 

Sinus venosus defect 


TCD 

Transcranial Doppler 


TEE 

Transesophageal 

echocardiography/echocardiographic 

^ ww® p A' a ® 

TTE 

Transthoracic 

echocardiography/echocardiographic 


VTI 

Velocity time integral 



AW—ae 3S 5lH £n iK Eft ¥ # A X4 B fa] Ws 

^AAAAlSJilA SlAfAhifiLlf ISjlA 
jifp, mmm > amaa^mbda 

#Mf4ES!lA 

S'Sm^AAAMAHiSA 

lA#o 


1. f:@^JS@AAA®, £5 AW® A 
A A HI 4n > i>1$ |4) ® P A A HI ® A 
ti A A A I'h] P® AA 544 A A: A if A 
64^1!—£t, H£t4n^fj®5A 
ASItSAfe 

2. |P]Pl%> 1% 

fs] A4P III4L A Ptl P4® 5 A 

A®'AAo AA®«»i¥ 544 A 

3. f:@AA®AAA®feAP4A£A£ 


M 

A A5X4AJs l¥iP4 ® ilcfn > 
fM: 


PltPAJllJSJIflA 

)5^A4PIS?LAI4I®5AA®If}1£ 





5. 


W GS-FLAlfl^jAA'^J 51if{TMfPliijA 
fPf^TpEA, i^lBiPfiA^fJif'fA 
ft, 

mm\^Amm° 

6. mn 
^mmm^mmi^w cap, m 

3) ft If A= 

7 . ^mmmmnmY^m^ wa 
A^if Alfli§AA'A)5J1f tlEA AT tb 
&WftP%M&3io 

PITs' 

JlMI^Sffi^AfAWAAtt 
AJJ±£A^® 6%-io%, £y£Afr£JL 

A A® AA\I 1:15000*^ fa] atrial 

septal defect, ASD) 

^MAAff Alf-ipiA—, frAAAA 

mm*} 0.1%, 

30%-40%o 2 - 4 |p® 
-fLAlf (patent foramen ovale,PFO) PIU 
I^fl, #£Ai®i± 20%-25%fM 

I|A^SAlfJltli 
pm, ftEtTMA mi 

f)f4fP¥A° ifim^B^ifA^ffl 

%mm 

mmmmn^m ctte> , utM 

igAAAftS (TEE) „ AJMIgAAAlj 
®(ICE)J£A> Hit (3D) M, ^ 
f®PMMAAfj (TCD) SAo 
74 PFO 4P ASD AMSAfAJj 

if UtMiL ft? 74 (f&Jw fit) A it it B T4I 

tmmrnm R 

®i£fA ad±# 


6 ’ 7 @ 

ith, Aia^Htf^iaW^JitllTA&M 

A y 

7li ° 

IH^Hffl^^li^S^(ASE) 
is if) #11 if A 7 

X7&S (RV) fjiffAo 8 ‘ 12 ^ffi, Wm 

(ias) 

AA^5Hf 17MmlfJ#fltiAfr, fLA 

if \A M n'J |£j 4P A il # A if) M fi in if 
t»AAA4RAA^)7 
ISIS;® if) if® <, 

@fb, ilitjjAISAA W^SAM' 

mmn 

o 

ithAb ll#AAfiTin A-AA^if 
itA®iSAA7j^fPA^f] ias if {A 
®#«iBitAi7)t®fJA4Ao Jftnr 

SAAiAfrAA, AAfJif®, A if 
AiTHAo 

IE?£$?§!| 

iUA^lBJITOilfrigft IAS ifilflAA 
WAtf*iJWA®lfJ7tA 13 J||s7g AH 
MAPgfPiAA (AV) 

TsJPito 

IAS, 2E> 

AAAitho IAS 

i:AI*t (ID o 




Sinus Venosus SVC Type 
Tricuspid Valve 
Ostium Secundum 
Ostium Primum 
Sinus Venosus IVC Type 

Unroofed 
Coronary Sinus 

fPlWLAftlAMAo 

iSISo 

£^28 AAA, It All, 

m, 

imv\ 14 

FW#ffij7£j$(Kl, 



Al; A'lHPAWAWICAIlAtlJ, 1 
TAWo 14 AlE^i>lEt, JitAJLiAM 

ajiaimamm ap^ii^m 

EWttAMli) A±^ 

A APA 14 ^AlEftfiTtiF£AM:&ti^° 

a 2 aaha w,m^mmmmm 

w^wmn”, s^iara mai (fi 

AAi?![left atrial, LA]|fliJPAIIAIlM) 

a av fsji®$i$o l5 w,Am^mmM 
ffiMIA AIF£7M^ 

Mo IfI tKISIM^PIA'bII, TrAMII 

E AAISMcAfsAW RA 

aiaia 

ttl^II. APAT^rTA^AA 
lU ! A .W iifM IL A fKj fffi o 


Transection through En-face view of embryonic atrial 

embryonic atrial septum septum from right atrium 


Transection through 
embryonic atrial septum 


EC 





En-face view of embryonic atrial 
septum from right atrium 






PFO 

-FO- 



0 2 (A) (B) ItAlAAl$W#£nA)o (C) £IA1S 

(D) ItAlAiiliAl / (lAS£'n, BP 

^P®AAl7lAAFft3l?5L[io fuAlI/cAifilyRA^P®?L^lilA^MAAlA 

EC, FO, 

WM^-, OP, ICA?L1; OS, SP, J&A1; SS, itlo 31 i 

Calvert ^o 16 

























B 



Blood Flow 

Patent Foramen 
Ovale (PFO) 

Septum Primum 

Septum Secundum 

Tricuspid Valve 
Coronary Sinus 



m 3 (A) MSO/AAAM, 


BH T AAA A$itMAAlAifnAjrii£xii° 

M f§) 

0m^mPFO) 


pfo 


J=L 


Mte 


MlAH^cARIO 3 A, 




B) c 16 A A pfo ASW»IE^fB]S§ 


mm*k, MAiAA^; 


? 11 .E. JqI 


±^JASD 0 14,17 A LA AjffiAAA RA 

Bt, £ 

AAJ^AfiiA$c7!flM, 

PFO 

LA A RA JSA^W^IAAAIMb]^ 
«> PFO AAAAWf'JAAfn] 


mm*, 

mM pfo m, 
HA— O 4-6) o aap^a^ma, 

07 ) „ wm 

ftiftLisfiSJ Jt 140 All 11 lr 17 (ft Hi? 
HO, 

m 0 18 fP0?LamAHOAAWAA£ 

AlAAo 20%-25%ftlElf A£l$ 


pfo 

A -A 965 lAAfAA'fiM-ttiJWWAA 

im , wmn aiaiaaaa^a 27 . 3 %, 

IK, 30 £R 30 ^ffSAAAA 34.3%, 
30 ^ WAM 80 T^AAWA 25.4%, 

80 At)UsM 100 Al^AAAI^A 
20.2%o PFO ft A 

A A 1 3] 19 mm A^pCAO 4.9 mm), 
40 98% ft fl \ r A ftIP0AAAA 1 M 
10 mm Aft, AAAftOlMAflfft 

ii-fclMA, io)£l«4WftAAft 

3.4 mm, ftA B744AiHAAft 5.8 mm 0 


A ThpA ft 


-%m, #“Ip0?la 


701ft A PFOc 


18-21 


IATae A AM AsKA 

i!ft& IftAAftt, 1SAAAA14 IAS 


M3 

Wft AWAftAAintft PFO JsAO 

A ifiiAIO A A ftgft^lMA ftfP 0?L 

50AA AftAlAlit AO 4-6) o A PFO 

Jt A 70 A JfiL^ AA ft AAlftA ft 

M”PFOo 

aAftA^AlftAftAftlltA, 

1AA RA A la iTOffiA^o 










5 


M/Jn 


m* 


(a m b) 




JJ# ASli/J®^ faj A [r] A A Aft W< 



a 6(A) M^W#MM”fPH?LA®aftfP (B) 

SfcAW®AAS# o AfenA 
A^f/KAlPHI?LAl^l^b> A [n] A A Aflf W 


H£R§; 



SSiR^ili. W^lP®?LAa (frA) o #nRI video3 B'f/Ko 







m 8 HM 

fi^ l J(A)/hMllM, (B)^M®IM, (C)'>?LM, (D)^C?LMo tsM Video4 31 

1=3 Seo o 77 







10 


sc 


OKI 

urn* 


(D-E) ( 


/E 
















m 14 (a) (A) 

ft (£) - (B) MMPf&$L (A) 

(#) - j&twmu rpa, 


a 15 ±i§#EMa^BA^^®^^^a®ft, nm~i 







m i6 (a) (£) a 

(^) - M^[^^M5>inLc ( b ) m^imm, 
wa^ftito 



m 17 (A)0i§>^-®ffi7jfl, m%mmmmmkmmr.mmpmm&)%m&& 
OTiS&Ofr) o (B)JKiT^ff^M)®. 
mm^nmmm^)o cs, stm. 






. ^ 2 ?4 130 

' 


X 4 A V 


> 4^1 

w * ■» 


A l_JS-. 

>.. ' Z 7* 1 E 2 ' 

A- y-ff *m 

\ «■ 


0 \ V 

x/ RA ^ 

A 

r»\ / 


x RV 


'; & 


a 18 (A)— 

ffiltl73t£itf'J0c|iltr5feo(B fP Fulfil , 

mmLMBtBimmm. mmim asd mmmm ( n =i6,32%) aalsjia 


a! 


mje mB (u fitatRfti, 

JtA'ffi'tiLt] ASDo 28 t^iR^±^>f'P/p 

m^^BRm, tint % av m, t 

bT^M® 

ffMMA (a 8) o 
A0t> 

no upa^a, mumwmmft 
mm, fattiim, mm& 
ft'bfimMM, rTJAL^7L frffi (a 

9-12) o ASD kkJl 

SA5ll 3 cm o M#P> it A - 50 \ t a\ 

mmim asd t 

rm, 

Hit: (1) 

PAMAIP®^ (n=19, 38%) ; (2) 


R ASD (n=2,4%) ; (4) £?L 
ASD (n= 13,26%) „ 

itit, 

M. RllMlR H A BMtA t? Iftii 

R> AM^AMAo 28 

-#iAt±f Ac 30 ' 33 it&IIA$AA^# 

wimRwmmmmm'm* 

RUM ASDo 

't4P svCo it 
& m > 1 # AT It #J 0 c H M $£ 

isit. mammi 



SASD#T#^M#I3c#ft3l$fo ^ 
A, AAAA34j&TA«BA -tfenxm 
Mmmm^o 

A A (^C—{IIAAA^A 'WfitJ— tP 
ft) ®itkffi4PA&TAat^#A a 
itaima^AaAAATmiftAA 
iam^, m^xmm^-o 34 aaa 
STJT, rtTAWA^EItS^AC^n 

M&JLMMnffift&l. aA?LM asd 
^maamt, jst av 
m 13 ) o 

^mn%mmm^n'^, Mart 

ii^iMM^o 35 ^aii 
$^ba av ib]psa av it majors 
tp^mmipia aa?iM asd * t 
nmftmftft±m^mm-, a 

A ^ - ft'ft % fa] (ft A ® A rt B fa] Pi nP ft 

if jp^pm if o 
m^maa, sjaa^ktaa^o 

ftKVfttE'^L (left ventricle, LV) it 

rawtfif, WAiE^—AtifuB+A 
H^clfPitlfo $Fff (T> Tlf) ffl3£ 
TT^m, ^MfsiAtT—^ififpf 
sr o a^fMAAttaiii^T^T 

BJWo trn, ifIMlASDl 

#WMaifnf^#*H$^, Sitkma 
IMMasd^A, Sav® 
ii. rtA#*ifBfH$^§K#ifBf^ 
®, av 

flo 

aa?LM asd ^a#Aaapg&^ 
± ti ft jn li A T 1^1 B Hr If-fi(J Itr ti o 
av if^?L^ttkM^fa]pg^awa^f 
it- 31 


, atm 

§P^IEif#r#S:fM (MM^IAPg) a 
18 s^aA^MTAJPfo 
j&Mu AsjjEiA irpiffjtAST# 

mm, um\%*n 

AMBAPMAMMAaA^wias 

ft%o 31 

M ASD TJaL, AAAaiEitATW 
ASDo 28 llfciAi^MTnPA^TtiAIA ft 

svc fnATMUEiB] (svcM) £Kj# 

E^Pgf£TT> TM#EA RA fa] (T 
Si! tPHc [inferior vena cava, IVC]M; IS 

14-16) lAftEUPgo X^'W SVC M 

^a±M#E^aiE^, 
{sa^at^aaTo m±Mft^ft 

a^ati^asvc, wcarao it m 
ft AHf A^P 3 1 M0$ 

u, #Eai:^cARAo ^ArtAft 
MTiilMMAAo TfAiAT, rtT 
±S£#EftMT^[nMAAT, 0 

LVC M# 

mmmn^.%'> jsl, ^a^atm# 

J0c-^/sKATM#J0c^?l^. McH 
M£AMTTAAfif A, atffffl 
asd MTAMftEifiAjitPgA LAo bn 
iiAflfpftM®'TA±fl$fm, urn 

TTIt hJ&§fJt MAC Warden TAX 

fa] IMA 
TBft 
itkM^MT, ST 

PgtPAMA^Tn (® 17-19) o 

ITSWTa^f^ABt, TTrtS 
^MAST#E^, 
ir^siit*iPAABo aA 



SVC ^^“Raghib AMtiAo 36 

Iff o (Two-dimensional, 2D) ftl 

3DTEE MM 

637 TaftftJtilM 

MnPMft&MlEftl?#, liPMlii eMt 
3839 

lEftlt, K§3 — MM-AMr 0 

28,40-42^^^^ 

i'h] ?mm „ 

mm mm. b a is m m m (atnai 

septal aneurysm, ASA) IMrMI'h]IWj ft 

mmRT^m^mmx, mmm, 

asa 

A (ftMMW®]^) ft RA ift LA flftH 
M, fiftlEMiJll'Hft® 10mm 

15mm( M 10 ft 

asa 2%-3%o 43 

IRMAM PFO MM, _& PFO iim& 

A, AMJ&0WiiAftfn^ft;t£:W 

asa aiftMM^ 

(%) R.w&mmi 

Asa^jfiLiti ivc haipiii^w ivc 

AMM PFO Ht, 

ARHHW^»nTPM#lPil?L^g^ 

ft iTSIfaM IVC-RA 

#m (ft) 
it®, 

^ftSiMlvcAn£h SM 
P( 0 20) o ^ 2%-3% 
&tiAftf#HS (ft) m, ^MpfoM 

ASA IftftMMo 


PFO 

□ PFO MMjtMlMMlPMitMLMl^ftft 

Inft® iu _ti h‘|3 Pi% M 

bum i'h] ■—ft# ft flti i'h] wMft hi, 

RTJSLftMii 20%-25%ftjA^» 

□ PFO 

ftM WMiM, “fe# 

M”pfo 

fj^Mft MM^SJAftM^cAftM 

WAinto 

ASD 

□ mmim asd &mummmj%, 
JkMK'Bm asd^Mo 

□ ilAMLM ASD itftETftftftMtftf 
Mo 

□ tmiASDM^, niMif 

mmm%, 

□ KAMLM ASD ftAftMUftt^®! 
AMSA Mft avi'h] n ^ 0 

asd, ft svcfnA±M#Ei'H](svc 
M) WMcHRi^&TA ftMftE 
A RA m (ivc M) fti#J®cilPg$ 
mmio 

□ (pKjaftffE^ 

MM query) ik(ft 

-M Mftft A ft A Aft E-A" 

Ao 

ASA 

□ ASA AMftftlMISftAft RA m LA 

man#, ^a#Ai'a]^W{is®ii 

10mm bMM A A M A I® M /A M 

15mm 




TTE^:tAATif#IAS lM|gA££A, 
MAMA PFO, ASD m ASA 

gfnitlfrT&o 20 > 49 - 61 tte AMJLiiM 

fi#f, 

Hf'JTMM#®To TTE AMATOS 
)3lTfMMT ASD M PFO M±# A WM 
JLIf. Mnr$M34ffAMM!lo 

31,57,62-64 

TTE oJAITMA ASD %W PFO ■§ 
AMTif#° MM, 0 TTE igPBT 
UASMMS, MMMTMlfif# IAS 
M#M, iW, ilffflTEE^f 
M IAS TMTMMWifTo TEE MM 

PFO TAMM 
7IMAM0 MPt, 2D fP 3D TEE, A 
TTE ffltb, 

AffTAMMMSMfPMiT TEE It go 
31,65 ' 67 A MAT A, TEE MAT TO 
ASD iilf MiiAJK # JAL ASD if AMT: 
*MtM#M) , if# ASD 

^ (in, ±#t IfftE, MftSM 

av flffPMi^illfH) o 

ICE BHgfflT ASD/PFO ft MAM 
ATIh^I, MM AAA TEE ffl A (li 

Mffl0) o 

AM ice MM TO A (#JE ias TO 

1$ P*3 ® M ; L>Aj HIif #fl MM® MT'Aj 

MA«^T3lfc7K3£TOgMTOS3£ 
IfMifMPFO AWMMTB, MMffl 

Tif#^t#ifAMMTBMAHf, 
asd TOKTMfflMTO 

52,61,63,68-75 ® Iffi A 

TCD 3ADTOW, TMATOjifM; 
T«MTOA> AMATO: TTE 
A TEE; ^TAfjT^TOT/fMM 
tio 


A l tSMi§ATOTO MM££A> 
(Mitfr, AfrMMTO# 
MA)t, iiSiPIiA) , 

M A A*IMM Aiio 

3£M, AiiiA % 3D TEE 6ft# T PFO 

A asd P<jMM, M AMHAtlTlTnM! 
TO#, MMfflTt^^tM±fAo 

6,7,53,63,65,66,76-81 |AS B,— TMAGT 

ft 3D 0|tkMfflTOft 2D 

®TOTO0i£Axf A®ffif##A— 

MftMIAMo IAS (ATOMTOA, 
A ASD M PEO) MMAHlEftTffi^ 

M, 2DMMMMt£i5^MAMftAA 

TOif 1#o ASD A PFO WAt, T# 

ATOAzT O 8 A 21) o M 3D M 
M-tf# ias atotomt, wrwi: 

XjflUM ASD AAMIH^nMl, MUMM 
fiftif# ASD WA^JMf^o TOb, 
3DMMAIAHAMM, ATOifTO 
iw A' M M $ 6ft ^ M T il ft M it o 

TO, 3D MMTMTTif# ASD A 
Ait^IMfl^TOftMAA^Mttft 
1f#t (HI 22) o 

TOXftTffi (iHfffi) MMM 
A, ^gfuMffiiMftft 3D MMTTOj 
TOTO, ^A 3D feAft^TOAM 
jMMft—AAMt#ftMMi£Ao MAM 
MM AMMA AT tA If] 0f M AM If] 

fri]® AM'MSMffiS, -S-SM^A® iwj ^ 
lAIBtMASfflAS;^] 
MMMffi, fflAAA—MM, MAit 
HffilMMMif!,, 3AMMMSAMA 
ISAMMitAAMlH-Mo BWAfiA 
A 3D TEE, #JSMAMMM, MAA 

gj 

23 MAT ASDATMi# 

nftAtir, mtmmmwmAo 



£TATirOIIAT$tA. 

A IF] WA fit) S A o TtA 3D WAS Ain* 
AAfflAffiiTJAiO 3D $;#'&, £p 

QLAB (Philips,Best, The Netherlands) 
or 4D Cardio-View (TomTec, 
Munich,Germany) , JiEiiFJfr !j 3D H A > 

/AAAOOffiMII IASo AAAWO 
^if^ASD^^, arta^as/s: 
WAM^mso, mats a 

FUffiAtTJfWA^fiflAlmi^O 24)„ 

S#, AWAAt£AM$AptAA^ 
ito 3d 

Atli/KAA, AAzMA 3DlEffih£A 
A rT IT tfri& Alt m ft 

t5io MfiBA ®^-^±5frl0cfg]lttlE& 
hTlT3TJI$!!|jlAA, lE^P^iwffiARfP 
Ati^TOAStHTo 

® £^W#;fcjt A* 

TTE, TEE fP ICE AAA ASD/PFO R 

3m * 3 

X'fJTJfiHT aia^sw AitsaA'z^j s 

^BtAAJUTc 
#:tAHW^ATi AAiAAAAATi A 

TTE AfflAi¥A«AA£M> JfiL^^j 

R^^tR^mm, RjOAAAit 
# ASD/PFO WAIT ¥jAM&¥]AA 
&U TTE lAA^SART^Affi$f$l 
AAAAIWj, MfBIr^flfll 
m, niFFTWAffi 

mmt, aaaa ivc 

iHTtwi^fPSo #r, mmm 

£r 

»A%iMAA#A, A tee AS 

Xt IAS 

*fflim¥A, WaA^AWj^iAAAA 


ta-A* ^WrTITA ice Aitb^ti§S‘Ar 
ATta^K 

^SltfxliiiE AA^i) S A IFI > 

41 #^aawa#±# 

H^BA #*fflfi?)S^, ArTHHSJA 

£fm§>#/M¥Jti/ATj£AW, 
imAt#SA«IA, hKTHMS 
aj#iA ffiHTAfffFlfijlA rJMAt^ 
flimo ^AATiABAAMAF 
iitABA AMicSAlSiti[AAzy!]SI£ 
AAA TEEo 3D TEE fifjj&ffl AHA# 

aw#s ias Rmaxm 

mmRmmim, a#txt asd 

A PFO ^ifli ^Affi 3D MAA 

AH A ?iH Eft ill jKtw W H A A S A 
a®, Rj^^A#^#MA3SW#it 
Ho AS, AAHb¥3DTEE r#MM 
AiT AiitHAAS4f!M 
ATAATAAA ArJAAAA^A 
AAAAJjpITH# 0 25) o 

A' 1$ i£g A A sjj S B A S 

ASD/PFO I^AAAta-A A^A-AA 

«AAAAWW«SAo 84 ‘ 88 ice 
uu (fMAffiihi) mm\mm., hh 

jjpSffifrHTA IAS AAAAABAA 

A, AAMA^ia^lAAM^EW 

ASo AA, AMA IAS WThPA/s 

SAA tee HAWA^o 89 AbAh, A ice 

Ht, MATAS 

AfiiafitlAfflo 4-AinlT 
EWaAAA^AEaWff/ATAA 
fflA ice If. A A, ice tfst 
A: AtfmWIA ^WAHAdCE 

A1#^Pp, ^ 
WgiA^AA^M 
1^, A—A A xt IT # A o A 2 A ^ tte > 




TEE R ICE PFO ASD 



TTE pJTAA[ tnif jj'tfM' I'h]IWj o 3H¥AA 

Wr\%> ABIAAiA 

0 9^1 13-17, a 26-28). 

AAj JlH-fri) A’FSjiM 

—^ H 

HUfriAAiiliiASis'll° 
iwAIEitSA 
Rwm, 

zsri*t IrJ EKl JA, Pk o 

THfAS ASD 

m^i in 

RA, (RV) X, lE^Jt (PA) 

mm o £ajl/§#, jjmMJtM 
mj^imRnw^mmnmmo 

^tlijTAffilSKt^A 

m&, n&R 


tte mmmfiitR 
I'h]P, 1, &Ht, IE^Ht tee tSo 

TTE &MT (MJ@'b) WMfflo &m 

T (0I£A) iAffipT«^fa]^|ir 
hk SVC m AV Ho 
i^i7JIli^:i 5 l Z/ fA^l9ll^gfi(J^"3zfelAlli, A 
il( A?J ® _t ^ I h] R i£S ^ ^ ^ /L fH Jll , 

#pT^A$&AI 

cxgjitMs#), ffl,p$.nmM 

AMnTMlEW^^[H]^^0r3t 

lIAIff ASD )At^jAAIS&(A 
WlftiMBBMo ASA ± nj® P ( 1 9) , 
ti3BTA^C^7K¥^^)ito F£0BEivffl 
1=3 R ft'M <= 

ftAiwA AIEHEl's] iftMl-tfe pTffiiiiK 
■©ffiiUSo SAitfc^MAtbMAISft 

TTE &M^4£&WMMo TTE 

R A itL W ffi AA $ ij $€T 0 !£■A W ® ^ 

9o°$#&a mn 
ffi H at R ^ B fSJ Pg Itr in f& A fa if-A ^ 
faJPB, # 

Blit 

#S^Al^]± asd ftAAA (0 15 fn 

17) o BTi^tAffiW^AAA^JTK 

mm 

mrnmm (MMs&WMM) «, 
M^M£AJM£g SVC m ivc waii 
Ait, 

ffi (0 14BfP 15) c 



RV 


Jr 


A ^ RA 




a20 (K) Hiift^fc 

A 1 i¥^OT:^W;£SAA{tAy£ 



ASD A PFO iMfi 



jLai§A<35-40kg 

TTE A TEE* 

TEE A ICE 1 

TTE 

JL3ti§A>35-40kg 

TTE,TEE,3DTEE 

TEE,3DTEE A ICE + 

TTE 

AA-AA 

TTE,TEE A 3DTEE 

TEE,3DTEE A ICE + 

TTE 


A, fMffi'ytfjlcfSIf; $n^:0##M>35-45kg, AA^llTtH^i^gA^dlto 
^SE-frAA, hA> ¥fg^ttAAA$H$A 


^ii®AA£AtitH£t@Ao 

tte £MM&wwMo mm%&m 

45°$t#6A 

iftAIA AA^AAJia?lSASDfn 
A ASD StHV JlA^o ifcfc^K T^iSJtSJ bJ 

TTE't&egm&wmo aaa tte a 

MS. ASDo AiJ^ffiA^BTIiLSAA 
y&fvMiU fit)A A° 

ASD 

AAA, $n RA. RV AA, AnJiM 
HAHWAyMAifA RV ffiA c At7J 

HAftAAyt (a 29) o 


o i3B m 

i7B> c mr , 

SVC 


TTE%&b&pg&bwmm rA7A> 

Wm-^B'n'gMfflWWZl'nJ) 

AM A (30° -45° ) 
fiffAfdffiMAWSyHAlo A BAA 
^ l J^TkUffiMAAfAAxtl^|£fl|B¥, 
iM ffi i¥ £ i£ & M ft AAJW¥ T, 

TTEM'g'gmffiwm 

A TTE bT 

AAo i^kUfflAAiSAS^A^EA 

TjWMMWU (a26W27) o Aifc bT 







^DjpA o fJAfEitBJ ffi> 
iAAftAftt/lBIfttAfT> JjAAf^ 
ft- f&MAt££iJA;UMi!]S^0A 

Ac 


^mm o haa®, ama^a 

AAlAISAt:, AAAAAAAAAJ 

fjq (S 16) o 

A 3 A AT TTE ifffr IAS 

fBftfBWA^ftOT 


AA±MTAl§, bT»^«#A 



igTTE—#, TEEflf^tJJffi, 3§i? 

AAifffr ias AAiAiWiAfit^K 
WMR&W.* ASE^^fMBt 

A&AfB® TEE i^AMfiftftm- A 
AfBftft TEE 11 

icfl'MilAS# RAAAAtJ MH £ni£ 
^SAA^fiifflft- man i5° j®ja 

umti. \mm 

f&M 35-40m/sec, PFO 

J^cA ASD£t0fft3$jftftft-^o 


AltARtfflo 

0 IAS 3D W A a ft A A ft A AfAA A 

A ft f t B, #*WJ3H5!j£ 3D TEE 
PFO A ASD tIMMfo 

AfBA ASD Sg PFO 0, IMI 

ItMu H, HA 
I?&MAffEi?AlBA)§A AAUtA 

BiiASWifftAAS^o 

AAA 



5mm, 

i5° Mtw. 
ATTEB® flt®g^MJ®lSM 
miWiittil ASD jfiL 

®a 

^saai^m^o MmmM 

ASE A A TEE WifMit AA>iH ¥iff 

mwo 9 - u 

'if TEE ®, 

IAS RftM a , MW F *3 

WM, 't’tOISa^Eif (AoY) £s 

mm, 



AHjfao° 15° , 

30° gP45° o 

i^SO®^Jfi^^®IS±nP£nfll, 'ggg 
iAAB, RA ALAII^lSAMIliWA 


i&lW (svc fPAA^jE) o Aith-®® 
«±, mnikMm&T, m\^ 
¥I£, 

WAP (IH 30) c 
SVC 

IrUO 

IS AoV 

AM 30°M®t3S?f^lJ 45°, 60° 
gP 75°^AMTO3§«Wo 
AWff^J, AoV £l$&-®® 

ilJ^^WISH^H®®® IASo AoV 

aov Rmmmmm^o mmm 

MWMAT^WIfiWff-jgA® (l 'XR 

ASD WjgHO , ASD Wltrjp 
fttPA 0 31 gR 32) o 


Aortic 

rim 


ASD 


Aortic 


ASD viewed en face 


22 : R%^mmm ca 


^+i B^«E V, m \ bk\^£.^£. 


R o 




s 23: (a») m 

5^mmm c^m^pjf^) mmmmtmt 


-WIMftllMMi o° 
25 o fp 3 o°aa®® 
JA*3§Mllft<= ilAAffiATOTiW 

AV fSJPH (IMi ASD) URTfm 
ASD ig AV (® 33) 0 

M)£?LM asd £t±#ABA 

av Sit 


ftr, i&MSSRAiStfP, mmmmt 

+ i 120°A 

tjMti^mtim n5°m i5o°£%mm 
TOT ASD^JttH# 
Mr, S ^ la MSD (#*ffl 


34)o 

90°A 

105°fP 120°ATOJ® 
JAfiSMTO TOMTOMS 
PSfltlT-TTffi^a^. #R svc *p 

TM#IA ( 0 4,5,7,10A-C, 11A *P B, 
12A, 35,36) o TOMTOTO SVC 

Hill. ITO, ASD TOA£#7& 


to o mtotojs, mmmmmk 

BTMTSiM#llc[H]intA LA fltJAP ( a 
37) o 

3D TEE PFO ig ASD 

ias 

A# 3D HAffltf A^o TO 3D 

#2012^ ASE^lto 12 
3D 

A7«Bt 

a ^p a a a ^ a to a ft, fro to 




ne, 3D tee if 

® ias BA, 

it, Df[|g: 

□ WWgagUA 

^^|R] 

IAS ilWiJffiXWiSWWM. 

^WAngWaHA 

□ *i®M^-0ffi:it# i t 1 A^A3O o 

WMfM 60°^^^®SS^#cit 

\to WataiABA, itiAffiiSWJAlA 1 

ASPAfliWio WAbaitiAffi® 3D 
SitETyAjflg ASD ®IEffi,5.W i A 

mmm% (AnzfesAEAnW^MJ® 

AAiA )®t:A7 H 38 AO 39A |DB)o 

WitiAffiMA^Wi«BA, JW®BA 

Sit, iA!It£TMM®«!]SASD 
®*tK 7«, 

□ ski Wfrtai&TjeP, 

AWA 90°tiWMt$fM i20°ti^¥ 

IfiM. 

PAW® 3D /AfAtfi KWIX o iA#BA, 

m tft'M&Pmn mwia 

#^®#IHtgWititiAffilt]i7K 
SHAhMj® 3D aft, 

S 90°il$A, RlIAMBI'S]SMWWfJj 
ffi®IEffiiia O 40) o SHAibB 
|l]SI®W{®Jffii5, #^€BAAt7t 

m i8o°wbpwh^sij^i'0]ps®w« 

^^fajpg^spwKpg-iP®^ ca 

41) o 

At^HiAlliJ, iAMA^a^tAXAA?® 

m^mm . 


WASDo i 

mmmmm asd ®w7AnAMAo 

□ A7lAffiMI£«: 
TA1tK¥M^* l00°tllt$tM 
i2o°wwt#®o itwwwtait 
WI$M»®i£gAnM;l7SIA] 

Wo 

□ aisw-0®: wirgti&7jc¥, >i# 

g 0 o Wiif$fM 20° tl wt#c 

3D TTE PFO-^ASDMMMiXo 

IAS ® 3D a#WAA^AWAc0I$W-0 

ffi, 

W^0jew«M° MW, a#® 
WfJ^PS^J7«$xt:®Aafni^¥ 
,t#*®&fflo 

3D Mt^o W/A LA Ct) iwijan IAS 

ba, ®iiiis±s$ii^ttA 
WArl'ARli, i^fHjPg'ftWWJiM^E® l 
WAtffto ^AA RA (W) {IUMHBA, 

svc ^tw^n® ii *itwiR] ca 

40 An 4i) c 

tilitAIn, WiWffl&HAA^IA]® 
3Dibg^>i2'sAa^l5t)4Wi^)t, AW57 

A® AAAc-^Al 3D WfitHTA 

n'i 1 , 

mm&mo wM^tA^AnwAtWitik 
ana, 3 d 

^^wsAa^ftti^o ww^an 

7, 3D AAW^nTffliA^AAff ®WAR 

Wl»SiJ*W^3D 

WPOpAIAIWo 

M 3D /A#vAf® ASD I^AlJafA 
if jAitMS ASD ®2tM (An, Ma?L 

i, mmmM, 

M>IA#E^M) , ^®ftg> mt 
R1j\tL (a 8,11,12 An 39) c ASD W 



cm 8) c asd whtcwmmww 
0AO tjoa 14 M 

7&AI4MM7IAiRifitjo 4^4w 01:45 

AA444P4S$4Afa 1mm 

AA04O 

3D ®A>L^SX4 ASD ii4f^Sif^ 

0 4H4/7 A^ © >\t 7§ if A M %k 4w 0 JR 

aatamamaamam*ro 24)c 

asd 0 

A A 0^ 

it (zti&ASD) o ASD0AAflHjM 

a n Nijtm.Mthk la mm ra t oem 

4JSSiS4fi!Jmo frllif#0#ffcA'il 
45 > L it 64 4 1C A 0 f'J M A 0 asd OO 
%mmw^^.it^o a^^ad! 
AAA asd HA0IP—4jA foBWfe 
AS9AAA asdH/>03B—4jA 
ittii, mwwmcmm'tiw* 

ias m&mx 

mmmmmmmwittmimm 

$5M^4B45P$M ice A 5 A5'J 
at ice wit ias mwmjMo a 6 

ice %mr& 
inw i 0 # a c s m nr $#0 ice % 

immtj o 40 ^, mi^t-a®! 
454543 h s h 4t ^ 40 44T7 A it 41 A , Mxt 

mm^mmit-, 
wmmmm^, ffi&Rri«A4M; 

Cm, Js, A, A) c iHTIA 
ICE 4045fTSA0^A4PilAoH$A 
±£iJT0$^S£*o 4&45 ®e$5A 
Vs^m-mmito i&M, 3D ICE it B49: 

A04M£ffl o 94 ' 96 ifi 0 m AAHlt ice 


3D ICE AiAAAAAATTf AAMT 
0j§? hIKh 1 > {B § iu 0AAf4l , fft 
ilciS: ° 

A 5 4-^7 ias 
0i¥4T4T51£: 

□ H 

H4n5T£A RA AtfP, AM AH A 
HA$4o , M^A“AM” (S 
42A) o TEiAKlfL AJAlRA, HA 
i> RV> RV 4lAiO 
M^l^iAiQTiA hPA AoV RUM 
—M ASD &£4B3£fM0£ltfM§ 

45 SoilAT MAM ALISAS 0 av 
MPB illto 

□ TEiAAlL RAAAu©fflAfa:i!$5 

»0Pg0A$4®ft ( S 42B) o 

□ AMWA^0«AA^4#WI$A 
M, Ai^AMA^TJSiltiiJ asd 0 b 
y^jsR^^M.w.w^m ca 

420 o 

□ J«A;5sg$fMA^£A4MMI$A 
feATIcS—At®?> MAlSJTl A-H4T 
MftHjt£$5ASJMA AoV, AA 

tee 40^0MM4iAm 
W#0E3U£Hi mm±%L5&&}1g 

4^ RA, M TEE ± H LA ( M 42D 
4P E) o »I, 0MS^4 r 0 
AAlPfrU CAzM) ^joiWi 
li (SI 43) o 

□ ^B.iAlCE^^ARArtfltl, 

@itkA#A*IE00IHL-00o 


□ A l 4S4g-i#g^04#A> A#: 
4HA4PS0 (i#iT, ¥AAA0ii 
#4p4h^> TO) , i£#A00A 



fff if, UW TTE, TEE iP ICE, if 

^rsjpg^o 

□ TEE WaftMmftT TTEo U&R 

m, rrm 

^^^iniT&^fPlSJLf'Cpf ) o 

□ ^mmmmmnm, xrm, 

MS, fiJDf 

il c 

it#, wmm 

□ ft 2 &%T TTE, TEE in ICE SW 

HI ?Lft If # # fitrtft 

□ ft 3 mrrEimBmmmMm^ 

□ ft 4 ffiTEEim^fHj^fpj^aa^ 


□ ft 5 ICE if if ^ fa] PBfnMI II £lfR 

jHllflifif 

TTE 

fj TEE 

PFO m ASD fj R'-ikRR'AR R If flint 

mm* wmumm 

PB^¥#RA, RV R/bI pa tm, m 
mtWXSUS'jt'ANiSM* if ft 
f ^ M i§ S it ® ^ f£j f Ji M R 

ASD flfC / J N i0fto 

ASD WjMMRH^%S\HS' jf'M, 

RV 

ASD 

into Rlifffl 

m 




® 243d mmnmmm 

3D^mm^^Mo ASD b 


o mmz 

mm 

Urn 

25-40cm/sec) 0 kM (left 

ventricular, LV) 

la mb., mmm\ 

n asd bm, 

Jr 35473707:° hu, B *7 477(7 7 

im TTE- 


fP TEE-iUfi ASD 

3474 ^ MkfeB 7 7 $S # fid ffl 

2714 o TTE fp TEE 

77llLJ7^!li&Jlx4J37307:'l4, 13 

ith, ASD M 

fetowvto 98 » 

447711 U W5474 ^ If 4if ASD ftj 
44#7f|23fi4l3lT^; Hltk, 7# 
4 







A 



a 25 A* RT3DTEE 

ft, )t^A^^tfItt 2D &P'E%iMM&Jlj£ i o —«£7LM asd, A RT3D 


TEE 3MIT, ft Amplatzer^itH^f^it^c SfUtliA LA flt!|&^ftjo (A) LA 

{iimitii 0 #*LA^ffjfo (b) «. co 

(D) 

2D ^ 3D iUStfe^^^c ASD 




tjAtAiXATTftlA 


Rf^gt ^ ^(TSJPH 


TfU ^ i ^CX\J‘uf^:^T^lAc / J N lAxJ i l Si y te o 




^ ff <5t AT ffi ?i HA ^ ^ W It] ^ M W iA 


wmM, mkt^m&&'M, 


Itlfit (Qp) JfiLjfiL-^ffiF (Qs) iflL t'JXt^yjrtmtMAiJo 

99 ’ 100 tte feA;i!lSff^ffl^A3tifeiti3SitlP 


Evt^lWMttl? RV A LV inL*iI 

RV |p 

LV ^L*3tW^^IU!3IS-0|fH]|RA 
(VTIs) , MAfjElR LVS[tltll 
iAWA 

fflfjAXAA (nr 2 ) if#* RV |P LV m 

VTI BPWT^IJ 
M Qp/Qs tb 

ft sp % mmm * m^mm it * s 

fltltttt (RVtl*S/LVtl*||) » it 

A&Bffi&^ilE, R&nmm LM 


AVltit*®, 

Atto 101 

PFO 

tJAAt; fM£, PFO 

Ht^RTW^StSOo * LA # RA J ±7fm 
0t, PFO %$W$L, 

(14-6) o % 

S/KitAitl^'X Ifi'n 
AIrJAW^, JliftT^StPFO fltiiSt 

ii. 102 - 105 M«^^]twmiti:i§ 




&a, is 0 29) o 

S^SiO AfT Valsalva 


2 TTE^ TEE fP ICE it PFO A ASD Mj£#fAA^AA Ais# 

ftf A 

a a a mmn m 


aa #a _ 

TTE MSA® 

#*Mf£ 
if# IAS 

AM 

SMfsJiWl? 

A# S#aftMS# 

TEE th TTE a ft MS # 

3D t£ Ait if# ASD#/# # 
i^nSBAffi## 2D AA; 

lEMUi, SA^AAS^# 

smmm 


ICE aftMSSTEEffi^ 

Sit^H HI* # fit) B '# A i4ff 
MA^ffAPitWl's] 

it if# IAS T^±#A TEE 

SAAAg«A (A«i 
#MAStMb) 


A 

ASM A AS, /ISMAAJffifPWM 

#a uwiiAsmmmm^m 

MSAstl'^#, «AirAfit 
HAAWAifi 


AM 

8F-10F#EiMfPABMm, 

tmAA#Aif 

3D & A MAM it ASM 

-Att ICE^f&ffli^ 

H tJ ice #A#iJH 

(AfiMAA) 


MJS@SAMaM!±®AlgMi£ 
pfo, fiMtIW 

$£M, AiHA# TEE 

s«s pfo wMtJto a#j§®m 

TEE its TTE, AMSSAMA^ 

A, #©AAitltM^SaS7X, A 

RA Jt, nTJI 

alliiltto 50 ’ 106 ’ 107 AA«S 
USA M ®M M HA AM iw T: 

□ flffiM, iiABSItfrftE, A 
tflc—AHiElf 

□ # 10-mLitli^a^itHilWA, 

Att®. 8mL SSiSJC, lmL 


ifiLi-SiP lmL A A; iltJ^MAMAlfiL 

yi& eT f§ iwj f t ,?jk ilS A ; 0 M a A ft 
108 

□ ^^SigMitlfiAJiai^'MM 

ah#im, iknrnmmmpm 

MMM; it D M A 

9mL ASitTKA 1 mL 
$c 

□ A# -ASM lOmL MtMlitSAJ 

Hilitt, A 2 AMtMIMMfAif 
A 0 ^iit ^ AillJ ia^fe 

□ fAitMM#E&ASDM, IMA 
® A AM a ^AA A® AM SO® 





dtn, 10#) ; tf TTE , 0 

tee ttmt, 
fUMA30° -100° 

Atetiitiitt 

it RA It It A 3-6 A'lE^tjjnlSPltl, IP 

la a it a a, 

#PPFO (029) o a^itlff^T, Rj 

^mm pfo %w%mm c® 38) 0 
It Agij AinL0* , n H0# 

IMlIf0tif iJP RA 
IfttjAteAIl, ASHtll? PFO 
^i&Uffto Valsalva stfEBPIPAAlsM 

tt U 0? til , f 

Valsalva ^IticISIt^^AltlHtlB] , A 
ItfAftAw RAc Valsalva A It A S A 

^Affl3ii§AAAj|IIItS0tMAt I5 l 2 A 
0t^fTO0fa£fliPJ(^ RA&tin^ 

LA) tAAIiEo 

3-6 AAsAJDIJItlP LA t JUS]Itlfe, 

^ftHcfflfAo 
#P W A M. It JfiL W W a ^ I'H Pg 5ft A 
LA, ^#£ft 

StUMlS ffy 

ASD nJc Valsalva A) IE A I® la 0t ft It ft 

PTtJb 

3ft PFO MAIMAE'lto 
ti RA ItltSAAN Valsalva z^IES 

%rm* i^nit ivc m^fl?i#j0cjfiL?i 
(Plltg SVCMA&AtlfeA 
MM^fHjPg) , A tklt RAJS A 
la tm& lv 

SAIi0A m^SlSSftatfi®tto 
70 ’ 109 M^mimm^fimBM, &m 
—Me 
A JMHEA APtlftxt A t M A Altft 

mmt, 


It A AftlfnEf 

Wt®tt. 110 

£5# A (ft ft Effixtit it Aa^k/jc AJ & 

JAf#f!ES° Mtu, M AllOtiifitttli 

HIAAAAIS SVCo XtSAItftJtH 
M ASD ftjH# An ASD tfif SAS, 
IVC ftltItAf#S£0ftA LA^ ItSfcfef 

rjaji 

§p#EftA3t^iji#mo tAW#psr 

sve M 

it A RA, M^MItftltiiltiii^M 
twtARA, {nu&j&m. 

fXftS#Xtlt;t:Jtc Valsalva Alt, IE 
tiASi/SfiltjftA, ft A A# A: TTE 
*0 TEE'A" i'l 1 1 1 Pf it > lt0t, AiliM 
JjPM^PJSASMiiJjP RA |EjJSAo£PA 

EiAtt AftPAtlS Valsalva Alt ° IE 
SltlW^fSTMtSAAASitA^ 

ItillAftASiAitS; 11 Jt, W&$) 

f£il3SUASf±A&tiki&SA. Valsalva 

AitwtsAtto 

mm^^mhfkwm pfo a 
fMo MffliSMSIfM 
iHIMfeAIt, ATMSSAtl^A 

A TTE 

*P TEE If #, TCD Its 

SAiPfWair, ffliilt Valsalva 

E^S^nJ^fitlSAIS Spencer 

XtffcAtSiSEriEA, itAMff, EAt 
AftA^AItSMAo 111412 



TCD TTE m TEE ftjifeA A^H M 
7 (igTEEfflte) , bT 

tcd ifiACAA 


W^bT^Ir]£#$*?£ ftlEftf, MW 

7'% P*3 5H/TL Ai# AM A #$f o 70 LV M 

m > 

LA HMiSj, ^IMIIc&IrJAAAIl, @A 

RA LA 


Hitb, tcd ^n^s^'E'Zyij0 bj ffio i4 


fbAtfAAftAAA Alt § o 
113 §P ft A©c1=T TCD A A ft 


%7W^, WAA^amt# pfo ^ 

W ft $ A 5%, MA£'i>^i lA 0 # 


lAj&fIMlA, AftHtA TTE ^ TEE ig PFO AI&ft^A 29%, MlE^A^A 
^jiLW'i&'ifWi'it o Itft^-ffl'flA 114 



0J 26 (A) rM TTE ASDo (B) Zl^ TTE (A) 

AAfeAA®] (A) W#^»MA0 A?LMasd, A^iAATTOM 

MATAAim^l]£ftAA«° Ao, 





S 27 LM ASD 0# TTE JALM 

M 14 



a 28 (A fn B) - 2D tte (£) 

^fiSH (£) o (A) «ASD (£) , 

(£) c (C) —j^JMa?LM ASD^MT^i^ffiao rpa, ^M« 0 







m 29 tte (a) 

M^]-^lt«o (B) RA A RV TU^kik o (C) i£|^!jMMi£A LA A LV, 

M®6TCAljMI$I (dAe) MAHMrt^M^WLAALV^ttM^o MM 

14MA7±3£«JTo UM 16 MAT PFO ® ICE $,{$., WMUgfill 

FJ^/iJALilJM'Tii PFO £ho INJ, injection, ji 

Mo 

^ 3 ifAMlTISiMlJAAlT TTE A® 


iTffi AA'J AAiffe 


(IE®) 

ItrMIT (45°) 


it ll T fel $iil M 
® (AA7D 



AMHE ASD 5$ 

i&, /MortisAM 

®|iit Ais 


svc A ivc Aii 
am A 


AAAATtfJif 

IT 


ft A 7r A AT 
svc A ivc ® IT 

S 

MWifr 








mm av itwa 

it, ififRVi^f; 

fill trf <71 , A; 

If ^itiAill RV JE 


m.wt, 

&M&, if iA RA 
ilfcfjti#! 


AVlfPBiAB 


If ifJiABA:^ 7 
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MtXWT^IttS^ 
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'M^t tl ¥ 6fc3£ S if-if o 

9 ’ 115 asd 

^fitJA^K *BJ& RV m lv jiifzff Am 

mmmmnmmmjjo -&%mt 

0#, RV jiifzif MT LV, If if if IS 

finite £[W^Hf^gStftJlIM^ift 

RV «» 

^Mm=f- RV fifilff 0I$>i>M 
HlJmRV oJljimMl 

RV Mckfeffi 

affo 

41mm, f'l'sJSrtiSfC^ 
35mm, jllJ^BB RV If Ao |WJ#iik, if 
i5AS SSmmlilMfZRV^Ao 115 
RV |ft®*R BMilE m A'M A 

»#f]RvW*RfflA, ETifAifif 
Rvrf6if)ESMio 116 ’ 117 igE'|!± 
Steffi tt, 3D IgAA^Mi^RV 
WfEilif if RV lf)®^ 


SAlSA&o ig 2D WA&fStt, 3D 

tb MM rv mPM iftif o 118 ' 120 if 
itiiRifif rv aiaas 

^A87mL/m 2 , Aff AS^S 74 
mL/m 2 ilA RV i^Ao 121 ^ RV BAMA 

A0t, 3D mpmmM ba^ma rv 
AS il^K-frfA 

S Ifl PB fj il^Itif) HA&lilEr A 
of rv A A o WS AfmfiAfgt RV r 
A0f, #R ASD fftfiteclMML, 
S^iB]»f] LVii, iglE^AIfAS 

Mmmmmbt, MiteswAx®, 
m rv 

I'EplJwWh XfAifWIf^fMJEW 

asds#, 

m KmMMmm'&mMM^mm 

&mmnm, “d” am, 

SBAfflSMnf ®t RV WSWiiKffiA 
A fr 3731 o BP if @AlflliijjliSMS£Pil D 
MA^AAASAi^iiM&Af ®Ti£M° 
=H£#£0f, 

fp AABEAiAWfiSAisf IflASiMAo 
9 Alf]PillliSiMiM;&Aif AM3f A, 





Mit A A A AS fa] H fltj $S$ft&$§!: 

. mm 

XT i HUT RV Wfi^#3iSc 

I^J^itlik 

0 asd AiuMMIra, Unfits 
WMift pa mxm 
Mo A rv pa jto. 

H A X A# X P, 

SPFA^flMLiAi^o 123 asd 6^ 

ffiX, A?LM asd 

XU&T&HMWt * Ift^jiliio 
124 Slit, AA Atn-fTfiT, )frM^JlzfcitJ 
JMif1 ift asd lAM 

^§PA° RV ift PA 

lAMI^ Afe, M RV 

(velocity, V) fP|tilfc&tKfi 

mixmmnn: rv mm= 

4(V) 2 +ftS!l^J RA ffio lEif lA RV tlM 
JMIfSAlSSIgii 30-55mmHgo |W| 

Wm, PAffAOTfflM^EIfffAA 

SJiXifttaSjSfa%, TXl PA ffinTA PA 

125,126 SMnriiffl^INfS 

pa m, mmx 

tm, (A/ 

#) A RV MiiiitftJ VTI (JMA) ftjtfc 
fl^fift^o 

RV ljj|£ 

-f&XWr, ASD iimXTXM RV Xjj 

m c'&mmm jo m 

M, A^AIf/AT, RV xMmXtm 

W, bT 

ffl Tim RV XiTMttf'TuUT dP/dt, 


mummx Txm^mt\m, 

rv mmxitx, 3d mm\wi rv 

IttflAfA AigfAJi/HliSllt (Doppler 
tissue imaging, DTI) S’ iil/Jt, DTI 
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E, A E/A tt 
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i»0tfSJAMilH'J‘ 0 o A A Aft 
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ItAjffilt asd ii# AA AA/tfPM A 
ifilMl^fi(l0Ao asd fP/5P A 

AAlMiEASijW^MAS»; 

mmm 0 n9 ttmmur, imm 

AfAifA ASD AAA/IJfi LA 11 Alt 
Ai^^WA:AI$Ai&LMI^fi(i0#o 

asd fi| XXmWiiMXmmttXX 
MWinii, asd ji#A 

jp XXo 
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llAl^AA^Ac 



X X M X $tt M M ( #P 
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□ RV m 

M£^#35UtOlfto 

□ M LA RA jEM^M, PFO &J 

mx XXXWX\XU&\XHX 

MM , 
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□ tte 

-ES^PFO; MM, "mMiAX TEE 
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\mmxmx, xxmxmim^ 

£3iMc> 
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MliA icftlt# ivc [BMMffEM 

M MM MSI (Pl±g SVC W\Mm 

> xmx ra 
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PFO AAUM 20%-25, 
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fflAo 13M38 pfo^®iM^^A^J 
8rMXXmnXXXiX, MX, izM 
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APFO^MA, AMJalMlIMMETif 
xmm, asd m\'Xxx& 
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£f±#H-^AV 

0°, 15°, 30° 

aiHrW 

mm 

ffi 


t* 

*£ ■ 


/5#Jfn±^ 

Miii, 

ASD 

& 

AoV 2£>L>J§ 
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IVC ig SVC 
Bi£, ASD 

McXMfe 


90°, 105°, 

120° 

*±IHrir 

mmmn 

mm 

ffi 

i 

- J*M 


LA 

&f±£2l-t/ LA 
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TTE 
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i mn, 
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a 38 TEE + PFO Mltc nT'V#Wjf 

Mtepfo 32;HiP o TM/K^^1?33tJ?7lB|fi§i 

££A LA M#AEimi¥(A-C) itij^SS^JcA^ 
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Xd-S#D®fWf'J,i^fl!j^^^fH]^(E),it0X#M$t»9O o OtftfBO (F), 
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Si n|n| |ij B # ft i^AiffSBAEAAS A 7. 
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7 o«ot777 8 sp 

77777777 (in m) o 147 @4£ 
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(®46) o tm, 

U.S.FDA 

PF0 77t77Ao 7HH, 0171 

37 W77I7I1A7LM ASD 7if AW7 
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Amplatzer *777 (Amplatzer 
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ASD £N£3§, 

mmmmmm 


M W@B\lA 'f J5, Helex ff i#§§(W.L. 
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njimm 
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% 0 )A££#‘JAMAMAAfftA 
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g, 

asd, 

Ai*AEAAf$A sA^ asd( — 

A>l>^jl$3£££^A|gA: 50%) , 

$lj 7 liPg-gi) , (A AA^I^Mi^/TizA 
E^S^isAE^Jfo 154 MW, A*A 
i'n Tf tA^cg'Bl'tlfe A^£ EKJfs 0 A in) A )A 
jAAvA 3U52 £^6^M, fa, ®c 

IM? ASO (St. Jude Medical) Afijl A &\J 
ASD S#7AB§#^ AsAEBi£&Aiw 
(lfiWIt^40%) o 31 ’ 153 ’ 154 it 
A AAiiiA)AMit A0 JbAI 7AAA- iA 
A AAA£§® A AM (ft ^ 0 
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jp 24 ABtdAJ^ll'AfA^to 7t 9 AAlluB 
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FDA ASO(St. 
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TARGET AUDIENCE 

This document is designed for 
those with a primary interest 
and knowledge base in the field 
of echocardiography and for 
other medical professionals with 
a specific interest in the abnor¬ 
malities of the interatrial septum 
and the use of cardiac ultraso¬ 
nography. This includes cardio¬ 
vascular physicians, other 
cardiovascular providers, cardiac 
sonographers, surgeons, cardiac 
interventionalists, neurologists, 
residents, research nurses, clini¬ 
cians, intensivists, and other 
medical professionals. 

OBJECTIVES 


On completing the reading of 
the proposed guideline, the par¬ 
ticipants will better be able to 

1. Describe the conventional two- 
dimensional, three-dimensional, 
and Doppler echocardiographic methodology required for optimal evalua¬ 
tion and characterization of the interatrial septum from transthoracic echo- 


Abbreviations 


2D = Two-dimensional 

3D = Three-dimensional 

AoV = Aortic valve 

ASA = Atrial septal aneurysm 

ASD = Atrial septal defect 

ASO = Amplatzer septal 
occluder 

AV = Atrioventricular 

CS = Coronary sinus 

EV = Eustachian valve 

DTI = Doppler tissue imaging 

FDA = Food and Drug 
Administration 

IAS = Interatrial septum/ 
septal 

ICE = Intracardiac 
echocardiography 

I VC = Inferior vena cava 

LA = Left atrium/atrial 

LV = Left ventricle/ventricular 

PA = Pulmonary artery 

PFO = Patent foramen ovale 

Qp/Qs ratio = Pulmonary to 
systemic blood flow ratio 

RA = Right atrium/atrial 

RT3DE = Real-time three- 

dimensional 

echocardiography 

RUPV = Right upper 
pulmonary vein 

RV = Right ventricle/ 
ventricular 

SCAI = Society for Cardiac 
Angiography and Intervention 

SVC = Superior vena cava 

SVD = Sinus venosus defect 

TCD = Transcranial Doppler 

TEE = Transesophageal 

echocardiography/ 

echocardiographic 

TTE = Transthoracic 

echocardiography/ 

echocardiographic 

VTI = Velocity time integral 


cardiographic, transesophageal echocardiographic, and intracardiac 
echocardiographic ultrasound technologies. 

2. Describe the echocardiographic parameters to characterize the normal in¬ 
teratrial septum and the abnormalities of atrial septal defect, atrial septal 
aneurysm, and patent foramen ovale. This will include the best practices 
for measurement and assessment techniques. 

3. Identify the advantages and disadvantages of each echocardiographic tech¬ 
nique and measurements of the interatrial septum as supported by the avail¬ 
able published data. 

4. Recognize which images should be used and measurements that should be 
included in the standard echocardiographic evaluation of patients with 
atrial septal defect, atrial septal aneurysm, and patent foramen ovale. 

5. Explain the clinical and prognostic significance of the echocardiographic 
assessment of atrial septal defect, atrial septal aneurysm, and patent fora¬ 
men ovale, including not only the interatrial septum assessment, but also 
evaluation of the chamber size and function and the pulmonary circulation. 

6. Recognize what are the relevant features used to evaluate patients for po¬ 
tential transcatheter (i.e., device) closure of atrial septal abnormalities. 

7. Describe the important features and potential findings in the echocardio¬ 
graphic assessment of the patient after surgical and transcatheter interven¬ 
tions for atrial septal abnormalities. 


INTRODUCTION 


Atrial septal communications account for approximately 6%—10% of 
congenital heart defects, with an incidence of 1 in 1,500 live births. 
The atrial septal defect (ASD) is among the most common acyanotic 
congenital cardiac lesions, occurring in 0.1% of births and accounting 
for 30%-40% of clinically important intracardiac shunts in adults. 
The patent foramen ovale (PFO) is more common and is present in 
greater than 20%-25% of adults. The clinical syndromes associated 
with ASD and PFO are extremely variable and represent a significant 
health burden that spans pediatric and adult medicine, neurology, and 
surgery. The evaluation of abnormalities of the interatrial septum and 
their associated syndromes require a standardized, systematic 
approach to their echocardiographic and Doppler characterization, 
including the use of transthoracic echocardiographic (TTE), transeso¬ 
phageal echocardiographic (TEE), and intracardiac echocardiographic 
(ICE) ultrasound, three-dimensional (3D) imaging, Doppler, and 
transcranial Doppler (TCD) modalities. 

A thorough echocardiographic evaluation of PFO and ASD in¬ 
cludes the detection and quantification of the size and shape of the 
septal defects, the rims of tissue surrounding the defect, the degree 
and direction of shunting, and the remodeling and changes in size 
and function of the cardiac chambers and pulmonary circulation. 
The emergence of 3D visualization, especially with the TEE-based 
characterization of septal abnormalities has contributed incremental 
information in the evaluation of the interatrial septum. As such, a 
guideline document to integrate the available diagnostic modalities 
is presented to aid clinical practice, training, and research. 

Previous American Society of Echocardiography (ASE) guidelines 
have focused on the description of performing a comprehensive trans¬ 
esophageal examination, standards for acquisition and presentation of 
3D echocardiographic imaging, echocardiographic guidance of intera¬ 
trial defect device closure, and assessment of the right ventricle (RV). 
Guidelines for the comprehensive assessment of the interatrial septum 
(IAS) have the potential to reduce variation in the quality of 
echocardiographic studies, guide the complete characterization of 
defects, standardize the measurements and techniques used to 
describe the anatomy and physiology, and improve the assessment of 
suitability for surgical and transcatheter therapies. 
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Figure 1 Subtypes of atrial septal communications when 
viewed from RA. PFO not illustrated. 


As such, clinicians and researchers, device manufacturers, and reg¬ 
ulatory agencies all stand to benefit from these standards, because 
they will bring greater uniformity into clinical care, clinical trial design, 
and the conduct of imaging core laboratories. 

Finally, the echocardiographic and Doppler study of patients 
before and after surgical and transcatheter therapies involving the 
IAS also requires guidelines and standardization of the methodology. 
The results of these therapies and their complications must be fully 
and competently assessed, characterized, and reported by the mod¬ 
ern echocardiography laboratory. 

DEVELOPMENT AND ANATOMY OF THE ATRIAL SEPTUM 
Normal Anatomy 

Understanding atrial septal communications requires comprehension 
of the underlying development and anatomy of the IAS. The atrial 
septum has three components: the septum primum, septum secun¬ 
dum, and atrioventricular (AV) canal septum. The sinus venosus is 
not a component of the true atrial septum but is an adjacent structure 
through which an atrial communication can occur. Septal defects 
can be classified according to their anatomic location in the IAS 
(Figure 1). 

Figure 2 depicts a schematic of normal atrial septal development. 
The atria first develop as a common cavity. At approximately 
28 days of gestation, the septum primum, derived from the atrial 
roof, begins to migrate toward the developing endocardial cushions. 
During this transition, the space between the septum primum and 
the endocardial cushion is termed the "embryonic ostium primum" 
or the "foramen primum." 14 The septum secundum, in contrast, is 
an infolding of the atrial roof rather than a true membranous struc¬ 
ture; it develops adjacent to the developing truncus and to the right 
of the septum primum. 1 In the normal heart, the ostium primum 
closes by fusion of the mesenchymal cells of the septum primum 
(the so-called mesenchymal cap of the vestibular spine) with the supe¬ 
rior and inferior endocardial cushions. The leading edge of the 
septum secundum becomes the superior limbic band. By 2 months 
into gestation, the septum secundum and septum primum fuse, leav¬ 
ing the foramen ovale as the only residual communication. The flap of 


the foramen ovale is termed the "fossa ovalis" and is formed by the 
septum secundum, septum primum (which attaches on the left atrial 
[LAI side of the septum secundum), and the AV canal septum. The 
septum primum becomes contiguous with the systemic venous tribu¬ 
taries to form the inflow of the superior and inferior vena cavae. The 
sinus venosus septum is an adjacent structure to the atrial septum that 
separates the right pulmonary veins from the superior vena cava 
(SVC) and posterior right atrium (RA). The coronary sinus is sepa¬ 
rated from the LA by a wall of tissue called the coronary sinus septum. 
The anterosuperior portion of the atrial septum is adjacent to the right 
aortic sinus of Valsalva. A more detailed description of atrial septum 
development is available for additional information. 

Anatomy of Atrial Septal Defects and Associated Atrial 
Septal Abnormalities 

Patent Foramen Ovale. A (PFO is not a true deficiency of atrial 
septal tissue but rather a potential space or separation between the 
septum primum and septum secundum located in the anterosuperior 
portion of the atrial septum (Figure 3 A,B). It is not considered a true 
ASD, because no structural deficiency of the atrial septal tissue is pre¬ 
sent. The foramen remains functionally closed as long as the LA 
pressure is greater than the RA pressure. In many cases, a PFO might 
be only functionally patent and have a tunnel-like appearance, 
because the septum primum forms a flap valve. The relative differ¬ 
ences in left and RA pressure can result in intermittent shunting of 
blood. A PFO can also be a circular or elliptical true opening between 
the two atria. Some cases of PFO result from "stretching" of the supe¬ 
rior limbic band of the septum secundum from atrial dilation and re¬ 
modeling (Figures 4-6). In other cases, the septum primum is truly 
aneurysmal and as such cannot completely close the atrial 
communication 1 (Figure 7). In fetal life, patency of the foramen ovale 
is essential to provide oxygenated blood from the placenta to the vital 
organs, including the developing central nervous system. After birth, 
the foramen ovale generally closes within the first 2 months of age. Up 
to 20%-25% of the normal population has a PFO present in adult¬ 
hood. 1821 

The incidence and size of a PFO can change with age. In an autopsy 
study of 965 human hearts, the overall incidence of PFO was 27.3%, 
but it progressively declined with increasing age from 34.3% during 
the first 3 decades of life to 25.4% during the 4th through 8th decades 
and 20.2% during the 9th and 10th decades. The size of a PFO on 
autopsy in that series ranged from 1 to 19 mm in the maximal diam¬ 
eter (mean 4.9 mm). In 98% of these cases, the foramen ovale was 
1-10 mm in diameter. The size tended to increase with increasing 
age, from a mean of 3.4 mm in the first decade to 5.8 mm in the 
10th decade of life. 5 

For purposes of consistency in nomenclature, a "patent foramen 
ovale" has been referred to when right to left shunting of blood has 
been demonstrated by Doppler or saline contrast injection without 
a true deficiency of the IAS. A "PFO with left to right flow" has 
been referred to when the atrial hemodynamics have resulted in 
opening the potential communication of the foramen, resulting in 
left to right shunting of blood demonstrated by Doppler imaging 
(Figures 4-6). When a PFO is stretched open by atrial 
hemodynamics, thus creating a defect in the septum, it is referred 
to as a "stretched" PFO. This can result in left to right or right to left 
shunting of blood flow demonstrated by Doppler, depending on 
the differences in the right and LA pressure. 

Closure of the foramen ovale occurs by fusion of the septum pri¬ 
mum and septum secundum at the caudal limit of the zone of overlap 
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Figure 2 (A) The septum primum grows from the roof of the atria. (B) Fenestrations develop within the septum primum. (C) The 
septum secundum develops by an infolding of the atrial walls. The ostium secundum acts as a conduit for right-to-left shunting of 
oxygenated blood. (D) At the anterior superior edge of the fossa ovalis, the primum and secundum septa remain unfused, which con¬ 
stitutes a PFO. Arrow denotes blood flowing through the PFO from the embryonic RA to the LA. The blue and pink dots represent the 
development of the caval and pulmonary venous inflow to the atria. EC, endocardial cushion; FO, fossa ovalis; OP, ostium primum; 
OS, ostium secundum; SP, septum primum; SS, septum secundum. Reproduced with permission from Calvert et al. 
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Figure 3 (A) Photograph of autopsy specimen from LA perspective demonstrating PFO by way of the passage of a metal probe; it 
also demonstrates adjacent structures. SP, septum primum; SS, septum secundum. Reprinted with permission from Cruz-Gonzalez 
I, Solis J, Inglessis-Azuaje I, Palacios IF. Patent foramen ovale: current state of the art. Rev Esp Cardiol 2008;61:738-751. (B) The 
septum primum is dark green, and the septum secundum is light green. A PFO typically exists at the anterior superior border adjacent 
to the aortic root. The arrow denotes the passage of blood through the PFO from the right to left atrium. 


of these structures. Incomplete fusion results in a pouch-like anatomic 
region that, in most instances, communicates with the LA cavity. 22 
The phrase "LA septal pouch" refers to the blind pouch from the re¬ 
sidual overlap of the septum primum and septum secundum and has 
been suggested as a possible location for thrombus formation and em- 
holism. “ This can mimic LA myxoma. 

Ostium Secundum Atrial Septal Defect An ostium secundum 
ASD most often occurs as the result of a true deficiency of septum pri¬ 


mum tissue; it is the most common form of a true ASD. The supe¬ 
rior and posterior margins of the defect are composed of the septum 
secundum, the anterior margin is composed of the AV canal septum, 
and the inferior margin is composed of the septum primum and left 
venous valve of the inferior vena cava. 18 These defects can vary in 
shape and can be elliptical or round (Figure 8). With large ostium 
secundum defects, the septum primum is often nearly or completely 
absent. In some cases, persistent strands of septum primum will be 
present and will cross the defect, resulting in multiple 
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Figure 4 Two-dimensional TEE of a PFO {yellow arrow) in bicaval views (A) without and (B) with color Doppler in an adult patient. 



Figure 5 Two-dimensional TEE of a “stretched” PFO {yellow arrow) in bicaval views (A and B) with color Doppler flow from left to right 
in an adult patient. See also Video 1 . 


communications and creating multiple fenestrations (Figures 9-12). 
These ASDs typically range in size from several millimeters to as 
large as more than 3 cm in diameter. For example, in an autopsy 
series of 50 patients with secundum ASD, all the defects were 
classifiable into one of four morphologic categories: (1) virtual 
absence of the septum primum such that the ASD was the entire 
fossa ovalis (n = 19, 38%); (2) deficiency of the septum primum 


(n = 16, 32%); (3) a fenestrated septum primum creating multiple 
ASDs (n = 2, 4%); and (4) fenestrations in a deficient septum 
primum creating multiple ASDs (n = 13,26%). 29 These anatomic var¬ 
iations can have significant implications for device closure and could 
favor the use of devices designed for multiple fenestrations or require 
multiple devices for closure. Secundum ASDs can enlarge over time 
with age and cardiac growth. 
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Figure 6 (A) Two-dimensional ICE of a “stretched” PFO and (B) with color Doppler in an adult patient. Yellow arrow indicates the 
septum secundum; white arrow, septum primum; blue arrow, left to right flow through PFO. See also Video 2. 


An ostium secundum ASD is often amenable to percutaneous 
transcatheter closure. The evaluation for the suitability of 
transcatheter closure is reviewed in detail in the present document. 

A rare form of ostium secundum ASD occurs when the superior 
limbic band of the septum secundum is absent. In such cases, the atrial 
communication is "high" in the septum, in close proximity to the SVC. 
However, these defects should not be confused with the sinus veno- 
sus defect of the SVC type. Importantly, the high ostium secundum 
ASD is not associated with anomalous pulmonary venous return. 
An absence of the septum secundum can also occur in the presence 
of left-sided juxtaposition of the atrial appendages. Juxtaposition of 
the atrial appendages describes the condition in which both atrial ap¬ 
pendages (or one appendage and part of the other) lie beside each 
other and to one side of the great arterial vessels. The juxtaposition 
is commonly associated with significant congenital heart disease, 
including transposition of the great vessels. 4 In juxtaposition, the 
normal infolding of the atrial roof (that forms the septum secundum) 
often does not occur because the great arteries are positioned abnor¬ 
mally (such as is seen with a double outlet ventricle or transposition of 
the great arteries). 1 Although these defects do not involve the vena 
cavae, AV valves, pulmonary veins, or coronary sinus, it is important 
to recognize how close the defect is to these surrounding structures 
when considering catheter-based device closure. 

Ostium Primum Atrial Septal Defect An ostium primum ASD 
is a congenital anomaly that exists within the spectrum of an AV canal 
defect (Figure 13). In early embryologic development, these defects 
occur when the endocardial cushions fail to fuse because of abnormal 
migration of mesenchymal cells. With an endocardial cushion 
defect, the canal portion of the AV septum and the AV valves can 
all be variably affected. Ostium primum ASD is otherwise known as 
partial or incomplete AV canal defect; these names are used inter¬ 
changeably. The defect is characterized by an atrial communication re¬ 
sulting from absence of the AV canal portion of the atrial septum in 


association with a common AV valve annulus and two AV valve ori¬ 
fices. The AV valve tissue is adherent to the crest of the ventricular 
septum such that no ventricular level shunt is present. The leaflets of 
the two AV valves are abnormal with two bridging leaflets that straddle 
from the RV to the left ventricle (LV) rather than a normal anterior 
mitral valve leaflet and septal tricuspid valve leaflet. The bridging leaf¬ 
lets (superior and inferior) meet at the ventricular septum and are thus 
often erroneously termed "cleft mitral valve." This term is indelibly in 
the lexicon of congenital heart disease. However, it is more accurate to 
use the left and right AV valves when describing an ostium primum 
ASD because both valves will always be abnormal in this setting. AV 
valve regurgitation through the so-called cleft is extremely common 
because of an abnormality or absence of valve tissue. 

The borders of an ostium primum ASD include the septum pri¬ 
mum superiorly and posteriorly and the common AV valve annulus 
anteriorly. Because these communications have the AV valve orifice 
as one of the margins, percutaneous transcatheter device closure is 
not possible. 

Sinus Venosus Defects. Sinus venosus defects are less common 
than ostium secundum ASDs and are not true ASDs. These defects 
occur as a result of a partial or complete absence of the sinus venosus 
septum between the SVC and the right upper pulmonary vein (SVC 
type) or the right lower and middle pulmonary veins and the RA (infe¬ 
rior vena cava 1IVC1 type; Figures 14-16). In most cases of sinus 
venosus defects of the SVC type, the right upper pulmonary vein is 
connected normally but drains anomalously to the RA. However, in 
some cases, the right pulmonary vein or veins will be abnormally 
connected to the SVC superior to the RA. The shunt that occurs is 
therefore similar to that seen in a partial anomalous pulmonary 
venous connection in that the pulmonary venous flow is directed 
toward the RA. The resulting left-to-right shunt is typically large. 
Occasionally, the patient will be mildly desaturated because SVC 
blood is able to enter the LA. Sinus venosus defects of the IVC type 
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Figure 7 Biplane TEE of IAS with PFO demonstrating excessive mobility of the fossa ovalis and an associated PFO (arrow). Contrast 
is seen in the RA. See also Video 3. 


are more unusual and typically involve anomalous drainage of the 
right middle and/or lower pulmonary veins. Sinus venosus defects 
cannot be closed by device and typically require baffling of the right 
pulmonary veins to the LA by way of an ASD patch. Reimplantation 
of the SVC (Warden procedure) is sometimes required if the right pul¬ 
monary veins are connected directly to the SVC. 

Coronary Sinus Defects. A coronary sinus septal defect or an 
"unroofed" coronary sinus is one of the more rare forms of atrial 
communication. In this defect, the wall of the coronary sinus within 
the LA is deficient or completely absent (Figures 17-19). In a heart 
without other major structural anomalies, LA blood enters the 
coronary sinus and drains into the RA through the coronary sinus 
os, which is typically enlarged to accommodate the increased flow. 
When a patent left SVC is associated with a coronary sinus septal 
defect, it is termed "Raghib syndrome." 36 

Contrast injection with agitated saline is often helpful to make the 
diagnosis. Two-dimensional (2D) and 3D TEE could be particularly 
useful in establishing the diagnosis and correlating with the surgical 
findings. In the setting of partial coronary sinus unroofing, 
percutaneous transcatheter device closure might be possible in 
some cases. 38,39 

Common Atrium. Rarely, all components of the atrial septum, 
including the septum primum, septum secundum, and AV canal 
septum are absent, resulting in a common atrium 3 8,40 4z This is 


typically seen in association with heterotaxy syndrome. Some 
remnants of tissue might still be present in these patients. 

Atrial Septal Aneurysm. An atrial septal aneurysm (ASA) is a 
redundancy or saccular deformity of the atrial septum and is associated 
with increased mobility of the atrial septal tissue. ASA is defined as 
excursion of the septal tissue (typically the fossa ovalis) of greater 
than 10 mm from the plane of the atrial septum into the RA or LA or 
a combined total excursion right and left of 15 mm (Figure 10). The 
prevalence of ASA is 2%-3%. 4 ASA has been associated with the pres¬ 
ence of a PFO, as well as an increased size of a PFO, and an increased 
prevalence of cryptogenic stroke and other embolic events. ASA has 
also been associated with multiple septal fenestrations, and this should 
be evaluated for carefully using color Doppler imaging. 

Eustachian Valve and Chiari Network. The eustachian valve is a 
remnant of the valve of the I VC that, during fetal life, directs I VC flow 
across the fossa ovalis. A large or prominent eustachian valve in the 
setting of a PFO might indirectly contribute to paradoxical embolism 
by preventing spontaneous closure of the foramen. The eustachian 
valve extends anterior from the IVC-RA junction. 

A Chiari network is a remnant of the right valve of the sinus veno¬ 
sus and appears as a filamentous structure in various places in the RA, 
including near the entry of the I VC and coronary sinus into the RA 
(Figure 20). A Chiari network is present in 2%-3% of the general 
population and is associated with the presence of PFO and ASA. 48 
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KEY POINTS 


PFO 

• PFO is not a true deficiency of atrial septal tissue but rather a potential space or 
separation between the septum primum and septum secundum that occurs in 
up to 20%-25% of the population. 

• PFO is defined by the demonstration of right to left shunting by contrast or color 
Doppler, and a "stretched" PFO is present when atrial hemodynamics have opened 
the foramen and result in left to right or right to left shunting demonstrated by 
Doppler imaging. 

ASD 

• Ostium secundum ASD occurs as a deficiency in septum primum and is the most 
common form of ASD. 

• Ostium secundum ASD is often amenable to percutaneous transcatheter closure. 

• Ostium secundum ASD defects can vary in shape and can be elliptical or round 
and can contain multiple fenestrations. 

• Ostium primum ASD occur as a result a failure of fusion of the endocardial cush¬ 
ions and are within the spectrum of AV septal defects. 

• Sinus venosus defects are not true ASDs and result from the absence of sinus ve- 
nosus septum between right upper pulmonary veins and SVC (SVC type) or right 
middle and lower pulmonary veins and RA (IVC type). 

• Coronary sinus defects (or unroofed coronary sinus) are not true ASDs and permit 
a left-to-right shunt from the LA to coronary sinus to the RA. 

ASA 

• ASA is defined as an excursion of septal tissue of >10 mm from the plane of the 
atrial septum into the atrium or a total excursion of >15 mm. 

IMAGING OF THE INTERATRIAL SEPTUM 
General Imaging Approach 

The most widely used ultrasound modality to evaluate the IAS is TTE, 
which remains the preferred initial diagnostic modality for the detec¬ 
tion and diagnosis of PFO, ASD, and ASA. TTE is especially 

useful in small children in whom the ultrasound image quality will 
typically permit a full diagnostic study. It can also be used for 
patient selection and real-time transcatheter ASD or PFO closure pro¬ 
cedural guidance in pediatric patients. 

TTE can be used for the initial evaluation of ASD and PFO in adults; 
however, TEE is required to further characterize the atrial septal ab¬ 
normalities, because the TTE image quality will not always permit a 
comprehensive evaluation of the IAS. TEE is not invariably required 
for assessment of a PFO if transcatheter closure is not being consid¬ 
ered. Also, 2D and 3D TEE offers significant incremental anatomic in¬ 
formation compared with TTE and should be performed in all adult 
patients being evaluated for percutaneous transcatheter closure or sur¬ 
gical therapy. 3 67 In adults, TEE can identify the margins or rims of 
the ASD (see section on Assessment of ASDs: Standards and 
Characterization) and assess the surrounding structures (e.g., aorta, 
cavae, pulmonary veins, AV valves, and coronary sinus). 

ICE has been used extensively to guide percutaneous ASD/PFO 
closure procedures and provides comparable (but not identical) imag¬ 
ing to TEE. ICE is discussed extensively in the subsequent sections (see 
sections on Intracardiac Echocardiographic Imaging Protocol for IAS 
and Role of Echocardiography in Transcatheter Device Closure). 

Contrast echocardiography with agitated saline plays an important 
role in the evaluation of PFO and assessing residual shunts after trans¬ 
catheter closure and has a more limited role in the diagnosis of 
ASD. >2,61,63,68 “ 75 Contrast echocardiography and contrast TCD is 
discussed further in sections on Assessment of Shunting; Techniques, 
Standards, and Characterization Visualization of Shunting: TTE and 
TEE; and Transcranial Doppler Detection/Grading of Shunting. 


Table 1 summarizes the recommended general imaging approach 
to atrial septal abnormalities stratified by the patient characteristics, 
imaging modality, and intended application (e.g., diagnosis, proce¬ 
dure selection or guidance, follow-up). 

Three-Dimensional Imaging of the Interatrial Septum 

Most recently, 3D TEE has been described to improve the visualiza¬ 
tion of PFO and ASD, their surrounding tissue rims, and surrounding 
structures and can be used for guidance during percutaneous trans¬ 
catheter closure. 6,7 ' 53,63,65,66,76 81 Because the IAS is a complex, 
dynamic, and 3D anatomic structure, limitations exist in its 
evaluation using any single form of 2D echocardiography. The IAS 
(and associated abnormalities such as ASD or PFO) does not exist 
in a true flat plane that can be easily aligned or interrogated using 
2D imaging. Both ASD and PFO exist in a wide variety of 
heterogeneous sizes, shapes, and configurations (Figures 8 and 21). 
Also, 3D imaging provides unique views of the IAS and, in 
particular, allows for en face viewing of the ASD and surrounding 
fossa, allowing for accurate determination of the ASD size and 
shape. Furthermore, 3D imaging offers the potential to clearly and 
comprehensively define the dynamic morphology of the defect, 
which has been shown to change during the cardiac cycle. Also, 3D 
imaging delineates the relationship of the ASD to the surrounding 
cardiac structures and the rims of tissue surrounding it (Figure 22). 

Two-dimensional biplane (or triplane) imaging, a feature of 
currently commercially available 3D imaging systems, is a unique mo¬ 
dality that takes advantage of 3D technology. The advantages of 
biplane imaging include the display of simultaneous additional echo¬ 
cardiographic views, with high frame rates and excellent temporal res¬ 
olution. Complimentary simultaneously displayed orthogonal plane 
imaging provides incremental information compared with that from 
a single plane, and this imaging modality is uniquely suited to trans¬ 
catheter procedure guidance. Numerous reports of the advantages 
of 3D TEE in guiding catheter interventions have been published 
and include the use of biplane imaging. ^ 6 , 80,82 pjg ure 23 illustrates 
the use of biplane imaging during percutaneous transcatheter closure 
of ASD before deployment of the device. 

Also, 3D imaging allows for multiple acquisition modes, including 
narrow-angle, zoomed, and wide-angle gated acquisition of multiple 
volumes. Once 3D volumes are acquired, postprocessing using 
commercially available 3D software packages such as QLAB (Philips, 
Best, The Netherlands) or 4D Cardio-View (TomTec, Munich, 
Germany) is performed to align the plane of the IAS with multiple 
3D plane slices. This approach facilitates an assessment of the shape 
of an ASD and allows for measurement of the en face diameters in mul¬ 
tiple orthogonal views, without the potential for bias due to malalign¬ 
ment of the ultrasound planes (Figure 24). The images should be 
reviewed in both systole and diastole to assess for the dynamic change 
in size that can occur. This 3D en face display can also aid in the recog¬ 
nition and quantification of rim deficiencies, because the extent of the 
deficiency relative to the surrounding structures such as the aorta can be 
easily demonstrated and quantified. The distance between the defect 
and the aorta can be easily measured, just as can the area of the defect 
and length of rim deficiency when present. 

Role of Echocardiography in Percutaneous Transcatheter 
Device Closure 

The role of TTE, TEE, and ICE during the assessment and 
transcatheter management of ASD/PFO is essential. 31,63,80,83 
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Figure 8 Three-dimensional TEE images of various shapes and sizes of ostium secundum ASD. Representative examples of (A) 
round, small, (B) round, large, (C) oval, small, and (D) oval, large secundum ASD. See also Video 4. Reprinted with permission 
from Seo et al. 



Figure 9 Subxiphoid TTE demonstrating multifenestrated IAS without and with color Doppler flow from left to right in a pediatric pa¬ 
tient. See also Video 5. 


Echocardiography in patients undergoing transcatheter closure is 
critically important for appropriate patient selection, real-time proce¬ 
dure guidance, assessment of device efficacy and complications, and 
long-term follow-up. 

TTE provides information about the type of defect, its hemody¬ 
namic significance, and any associated anomalies and can be used 
comprehensively in smaller pediatric patients for the diagnosis of 
ASD and PFO and for patient selection and procedure guidance. 
TTE has the advantage of offering unlimited multiple planes to eval¬ 


uate the atrial septum, but it has limited ability to interrogate the lower 
rim of atrial septal tissue above the I VC after device placement 
because the device shadowing interferes with imaging in virtually 
all planes. In addition, because the septum is relatively far from the 
transducer, the image quality is often suboptimal in larger pediatric 
and adult patients. If percutaneous closure is clinically indicated, a 
detailed assessment of the IAS anatomy and surrounding structures 
using TEE is typically required for patient selection and procedure 
guidance or ICE for procedure guidance in such patients. 
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Figure 1 0 Two-dimensional TEE (bicaval view) of IAS with ASA demonstrating excessive mobility of the fossa ovalis (A-C) and asso¬ 
ciated multiple fenestrations (D-E) (yellow arrows). 



Figure 11 Three-dimensional TEE of one medium and one small ostium secundum ASDs (white arrows). (A) Bicaval view demon¬ 
strating two discrete ASDs. (B) Bicaval view with color Doppler demonstrating two discrete left to right shunts. (C) Zoom acquisition 
of both ASDs en face from RA perspective. (D) Minimally invasive surgical repair demonstrating identical pathologic findings to 3D 
TEE. 


Transesophageal echocardiography provides real-time, highly 
detailed imaging of the IAS, surrounding structures, catheters, and 
closure device during transcatheter closure. It requires either 
conscious sedation, with the attendant aspiration risk in a supine pa¬ 


tient, or general anesthesia, with an endotracheal tube placed to 
minimize aspiration risk. This approach also requires a dedicated 
echocardiographer to perform the TEE, while the interventionalist 
performs the transcatheter closure procedure. The advent of 3D 
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Figure 12 Three-dimensional TEE of multiple secundum ASDs (white arrows) resulting in a “Swiss cheese” configuration. (A) Bicaval 
view demonstrating at least two discrete ASDs with left to right color Doppler flow. (B) En face zoom acquisition from RA perspective 
demonstrating four discrete ASDs. (C) Zoom acquisition after minimally invasive surgical repair with a single pericardial patch. See 
also Videos 6 and 7. 



Figure 13 (A) Primum ASD by 2D TTE in apical four-chamber view. (B) Primum ASD by 2D TTE in subcostal left anterior oblique view. 
CAW, common AV valve. 
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Figure 1 4 (A) Representative example of 2D TTE (left) and with color Doppler (right) of an SVC type sinus venosus ASD from the high 
right parasternal view. (B) Representative example of 2D TTE (left) and with color Doppler (right) of an SVC type sinus venosus ASD 
from the subcostal sagittal view. RPA, right pulmonary artery. See also Video 8. 



Figure 15 Transthoracic echocardiogram of a SVC type venosus ASD in subxiphoid sagittal view without and with color in a pediatric 
patient. The yellow arrow represents the right superior pulmonary vein and the white arrow, the defect entering the atrium. See also 

Video 9. 


TEE has enhanced the evaluation of ASD and PFO by clearly defining 
the IAS anatomy and enables an en face view of the defect and its sur¬ 
rounding structures. Multiplanar reconstruction of the 3D data 
set allows accurate measurement of the minimum and maximum di¬ 
mensions of the defect or defects, facilitating selection of the optimal 


size and type of closure device. Moreover, intraprocedural real-time 
3D TEE provides superior visualization of wires, catheters and de¬ 
vices, and their relationships to neighboring structures in a format 
that is generally more intuitively comprehended by the interventional 
cardiologist (Figure 25). 
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Figure 16 (A) Inferior vena cava type sinus venosus ASD by 2D TTE (left) and with color Doppler (right) in the parasternal short-axis 
view with left to right flow. (B) IVC type sinus venosus ASD by 2D TTE in the subcostal view. See also Video 10. 



Figure 17 (A) Two-dimensional TTE (left) and with color Doppler (right) demonstrating unroofed coronary sinus interatrial communi¬ 
cation in four-chamber view. Note dilated CS. (B) Two-dimensional TTE (left) and with color Doppler (right) demonstrating unroofed 
coronary sinus interatrial communication in subcostal left anterior oblique view. CS, coronary sinus. See also Videos 11 and 12. 


Intracardiac echocardiography has been used extensively to guide 
percutaneous ASD/PFO closure procedures and is the imaging 
modality of choice in many centers in the cardiac catheterization 
laboratory. The advantages of ICE include an image quality 


that is similar (but not identical) to that of TEE, facilitating a 
comprehensive assessment of the IAS, location and size of the 
defects, the adequacy of the rims, and location of the pulmonary 
veins. It also retains an advantage compared with TEE in imaging 
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Figure 18 Two-dimensional TEE of unroofed coronary sinus. (A) Two-dimensional image demonstrating enlarged coronary sinus 
with unroofing communicating with LA (arrow). (B and C) Color Doppler flow into the coronary sinus from the LA and into the RA, 
creating an interatrial communication through the unroofed coronary sinus. (D) Two-dimensional image demonstrating enlarged cor¬ 
onary sinus with unroofing communicating with LA (arrow). (B and E) Color Doppler flow into the coronary sinus from the LA and into 
the RA, creating an interatrial communication through the unroofed coronary sinus. See also Video 13. 


the inferior and posterior portions of the IAS. Finally, the use of ICE 
eliminates the need for general anesthesia and endotracheal intuba¬ 
tion and can be performed with the patient under conscious sedation. 
An interventionalist can perform ICE without the need for additional 


echocardiography support personnel. However, the potential disad¬ 
vantages of ICE include a limited far-held view, catheter instability, 
the expense of single-use ICE catheters, the need for additional 
training, the risk of provocation of atrial arrhythmias, and increased 





924 Silvestry et al 


Journal of the American Society of Echocardiography 

August 2015 



Figure 1 9 Unroofed coronary sinus on 3D TEE image as viewed 
from LA aspect. Oval indicates perimeter of unroofed portion of 
sinus in LA. 


technical difficulty for a single operator. Table 2 provides a summary 
of the advantages and disadvantages of TTE, TEE, and ICE in percu¬ 
taneous transcatheter guidance of PFO and ASD. 

Transthoracic Echocardiography Imaging Protocol for 
Imaging the Interatrial Septum 

The atrial septum can be evaluated fully using TTE. Ideally, multiple 
views should be used to evaluate the size, shape, and location of an 
atrial communication and the relationship of the defect to its sur¬ 
rounding structures (Figures 9 and 13-17 and 26-28). In particular, 
special attention must be paid to determine the relationship of the 
defect to the venae cavae, pulmonary veins, mitral and tricuspid 
valves, and coronary sinus. Assessment of the amount of the 
surrounding rims of tissue present is crucial. A deficiency of rim 
tissue between the defect and pulmonary veins, AV valve, or IVC 
will preclude transcatheter closure, and a deficiency of aortic rim 
can increase the risk of device erosion in certain circumstances. 

Additional views of other structures such as the ventricles and great 
arteries are necessary to assess for secondary findings related to the 
hemodynamic consequences of an ASD such as RA, right ventricular 
(RV), and pulmonary artery (PA) dilation. In the pediatric population, 
the subxiphoid window typically allows the best visualization of the 
atrial septum and its related structures. In adolescence and adulthood, 
the subxiphoid window is often inadequate because of the distance 
from the probe to the atrial septum. Thus, other views such as the par¬ 
asternal windows should be used to assess the atrial septum. In some 
cases, a full assessment of the atrial septum might not be possible with 
TTE. Thus, TEE could be required. 

Subxiphoid Frontal (Four-Chamber) TTE View. The subxi- 
phoid frontal (four-chamber) view allows imaging of the atrial septum 
along its anterior-posterior axis from the SVC to the AV valves. This 
is the preferred view for imaging the atrial septum, because the atrial 
septum runs near perpendicularly to the ultrasound beam, providing 
the highest axial resolution and permitting measurement of the defect 
diameter along its long axis. Because the septum is thin (especially in 
its midportion), placing the septum perpendicular to the ultrasound 
beam helps distinguish a true defect from dropout resulting from an arti¬ 
fact. Aneurysms of the atrial septum primum composed of tissue 


attached to the edges of the ASD are also well visualized from the sub¬ 
costal frontal view. ASAs could be fenestrated (Figure 9) but also can be 
intact with no resultant atrial level shunt. Color Doppler interrogation 
and contrast studies should be used to detect shunting. The surrounding 
rim from the defect to the right pulmonary veins can be measured in this 
view. Sinus venosus defects will be difficult to visualize because the 
venae cavae are not viewed longitudinally in this view. 

Subxiphoid Sagittal TTE View. The subxiphoid sagittal TTE view is 
acquired by turning the transducer 90° clockwise from the frontal view. 
This view is ideal for imaging the atrial septum along its superior-inferior 
axis in a plane orthogonal to the subxiphoid frontal four-chamber 
view. Sweeping the transducer from right to left in this axis allows 
determination of the orthogonal dimension of the ASD (Figures 15 
and 17). This dimension can be compared with the dimension 
measured in the subxiphoid frontal view to help determine the shape 
(circular or oval) of the defect. This view can be used to measure the 
rim from the defect to the SVC and IVC and is an excellent window 
to image a sinus venosus type defect (Figures 14B and 15). 

Left Anterior Oblique TTE View. The left anterior oblique TTE 
view is acquired by turning the transducer approximately 45° coun¬ 
terclockwise from the frontal (four-chamber) view. This view allows 
imaging of the length of the atrial septum and is therefore ideal to 
identify ostium primum ASDs and for assessment of coronary sinus 
dilation (Figures 13B and 17B). In addition, it allows evaluation of 
the relation of the SVC to the defect. Furthermore, this view can be 
used to evaluate the entrance of the right-sided pulmonary veins 
into the heart. 

Apical Four-Chamber TTE View. In the apical four-chamber TTE 
view, the diagnosis and measurement of ASDs should be avoided 
because the atrial septum is aligned parallel to the ultrasound beam. 
Thus, artifactual dropout is frequently seen in this view, which could 
result in overestimation of the defect size. This view is used to assess 
the hemodynamic consequences of ASDs, such as RA and RV dila¬ 
tion, and to estimate RV pressure using the tricuspid valve regurgitant 
jet velocity. This view is also used to evaluate for right-to-left shunting 
with agitated saline (Figure 29). 

Modified Apical Four-Chamber TTE View (Half Way in Be¬ 
tween Apical Four-Chamber and Parasternal Short-Axis 
View). The modified apical four-chamber TTE view is obtained by 
sliding the transducer medially from the apical four-chamber view 
to the sternal border. This view highlights the atrial septum at an 
improved incidence angle to the sound bean (30°-45°). In the pa¬ 
tients in whom the subcostal views are difficult to obtain, the modified 
apical four-chamber view is an alternative method for imaging the 
atrial septum in the direction of the axial resolution of the equipment. 

Parasternal Short-Axis TTE View. In the parasternal short-axis 
TTE view at the base of the heart, the atrial septum is visualized pos¬ 
terior to the aortic root running in an anterior-posterior orientation. 
This view is ideal to identify the aortic rim of the defect (Figures 26 
and 27). It also highlights the posterior rim (or lack thereof) in sinus 
venosus and posteroinferior secundum defects. The size of the 
defect itself should not be measured in this view, because the beam 
orientation is parallel to the septum, and drop out resulting from 
artifact can occur. 

High Right Parasternal View. The high right parasternal view is a 
parasagittal view performed with the patient in the right lateral decu¬ 
bitus position with the probe in the superior-inferior orientation. In 



Journal of the American Society of Echocardiography 
Volume 28 Number 8 


Silvestry et al 925 



Figure 20 Transthoracic echocardiogram from the RV inflow view demonstrating mobile Chiari network {yellow arrows) attached to 
eustachian ridge. 


Table 1 Imaging strategy in overall evaluation of atrial septal abnormalities 

Patient population 

Establishing diagnosis 
of ASD or PFO 

Imaging for transcatheter 
procedure guidance 

Routine postprocedure 
follow-up study 

Pediatric patients <35-40 kg 

TTE or TEE 

TEE or ICE f 

TTE 

Pediatric patients >35-40 kg 

TTE, TEE, 3D TEE 

TEE, 3D TEE, or ICE t 

TTE 

Adult patients 

TTE, TEE, or 3D TEE 

TEE, 3D TEE, or ICE 1 

TTE 


"Depending on body surface area and adequacy of image quality, TEE is highly recommended for assessment of an ASD but is generally performed 
in intubated patients; if the weight is >35-40 kg, 3D TEE can be performed. 

^ome centers use ICE for procedure guidance of all defects; others use ICE for uncomplicated small ASD closure only, reserving TEE or 3D TEE for 
complicated or larger septal defects. 


this view, the atrial septum is aligned perpendicular to the beam and is 
ideal for diagnosing sinus venosus defects, particularly when the sub- 
xiphoid windows are inadequate (Figure 16). 

Table 3 summarizes the key imaging views for TTE for the evalua¬ 
tion of the IAS and surrounding structures. 

Transesophageal Echocardiography Imaging Protocol for 
the Interatrial Septum 

As with TTE, multiple and sequential TEE views should be used to 
completely and systematically evaluate the IAS, the size, shape, and 
location of any atrial communication present, and the relationship 
of the defect to its surrounding structures. A comprehensive guide 
to performing multiplane TEE has been previously published by the 
ASE and the Society of Cardiovascular Anesthesiologists, and should 
be referred to for recommendations on performing a comprehensive 
TEE examination. 11 

We recommend sequential interrogation and the digital capture of 
images starting from the standard views and then by stepwise in¬ 
creases in the transducer angle in a series of 15° increments to pan 
or sweep the ultrasound beam through the areas of interest. Two- 
dimensional images should be optimized and color Doppler mapping 
subsequently applied. The color Doppler scale can be reduced slightly 
to approximately 35-40 cm/sec to capture low-velocity flow across a 
small fenestration, PFO, or smaller ASD. Pulsed and continuous wave 
Doppler should then be used to measure the velocity, direction, and 
timing of flow in the representative views. 

Capturing 3D volumes with and without color Doppler of the IAS 
allows for even greater data acquisition without the need for sequen¬ 


tial multiplane interrogation and acquisition and is discussed sepa¬ 
rately in the section on 3D TEE Acquisition Protocol for PFO and 
ASD. 

When an ASD or PFO is present, attention must be given to deter¬ 
mining the relationship of the defect to the venae cavae, pulmonary 
veins, mitral and tricuspid valves, and coronary sinus. An assessment 
of the amount of the surrounding rims of tissue is critical for evalua¬ 
tion of patient candidacy for percutaneous transcatheter closure. A 
deficient rim is defined as less than 5 mm in multiple sequential views, 
and this should be evaluated in at least three sequential related multi¬ 
plane views in 15° increments. 

As with TTE, additional views of the other cardiac structures are 
necessary to assess for secondary findings related to the hemody¬ 
namic consequences of an ASD such as right heart and pulmonary 
arterial dilation. Please refer to the ASE guidelines on comprehensive 
TEE assessment and the assessment of the right heart. 1 

When using TEE, five base views are used to assess the IAS and sur¬ 
rounding structures, which are summarized in Table 4. These key 
views include the upper esophageal short-axis view, midesophageal 
aortic valve (AoV) short-axis view, midesophageal four-chamber 
view, midesophageal bicaval view, and midesophageal long-axis view. 

Upper Esophageal Short-Axis View. The upper esophageal 
short-axis view is obtained from the upper esophagus starting at multi¬ 
plane angles of 0°, with stepwise sweeping and recording at 15°, 30°, 
and 45°. This view facilitates imaging of the superior aspects of the 
atrial septum, including the septum secundum, the roofs of the RA 
and LA, and the surrounding great vessels (SVC and ascending aorta). 
Entry of the right pulmonary veins can be demonstrated by insertion 
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Figure 21 Three-dimensional TEE images of a PFO. (A-C) Excessive movement of the septum primum (fossa ovalis) in a patient with 
an ASA and a PFO. White arrow indicates PFO opened fully under influence of pressure difference between RA and LA. (D) PFO “tun¬ 
nel” as viewed from the LA perspective. Blue arrow indicates the PFO exit into the LA. (E) PFO tunnel exiting into LA (white arrow). 


Aortic 

rim 


Aortic 

valve 


ASD viewed en face 


Figure 22 Three-dimensional ASD assessment allows for delin¬ 
eation of an ASD (blue arrow) and its relationship between adja¬ 
cent structures—the aortic valve is seen and the entire aortic rim 
(white arrow) is visualized en face. 



ASD 


into the mid-esophagus and by clockwise rotation of the probe in 
these views (Figure 30). Anomalous pulmonary venous drainage 
and an SVC type sinus venosus defect can be noted in this view. 


starting with a multiplane angle of approximately 30° and stepwise 
sweeping through and recording additional views at 45°, 60°, and 
75°. This progression of transducer angles allows transitional interro¬ 
gation of the IAS from the AoV short-axis view to the modified bicaval 
tricuspid valve view. The AoV short-axis view is typically obtained to 
present short-axis views of the AoV and its surrounding septum. This 
view facilitates imaging of the anterior and posterior planes of the atrial 
septum (and aortic and posterior rims if an ASD is present), the ante¬ 
roposterior diameter of the ASD, and the overlap of septum primum 
and septum secundum when a PFO is present (Figures 31 and 32). 

Midesophageal Four-Chamber View. The midesophageal four 
chamber view is obtained from the mid-esophagus beginning with a 
multiplane angles of 0° and stepwise increases of the multiplane angle 
to 15° and 30°. This view is used to evaluate the AV septum (deficient 
in primum ASD) and the relationship of any ASD to the AV valves 
(Figure 33). Larger devices used to close secundum ASD can interfere 
or impinge on AV valve function, and this must be carefully evaluated 
before device deployment (Figure 34). 

Midesophageal Bicaval View. The midesophageal bicaval view is 
obtained from the mid-esophagus with multiplane angles of 90°, 
105°, and 120°. It is used to image the inferior and superior plane 
of the atrial septum and the surrounding structures, such as the 
SVC and right pulmonary veins (Figures 4, 5, 7, 10A-C,11A and B, 
12A, 35, and 36). This view is important for evaluating sinus 
venosus defects of the SVC type and to evaluate for anomalous 
pulmonary vein insertion. This view is also important in evaluating 
the roof or dome of the RA, which must be visualized before 
release of ASD closure devices. 


Midesophageal Aortic Valve Short-Axis View. The mideso- Mid-Esophageal Long-Axis View. The midesophageal long axis 
phageal AoV short-axis view is obtained from the mid-esophagus view is obtained from the mid-esophagus with multiplane angles of 
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Figure 23 Biplane imaging performed during percutaneous transcatheter closure imaging of multiple planes simultaneously. The 
aortic rim and superior rim is seen (left arrow) and device interaction with the aorta (left arrow) and atrial roof (right arrow) can be as¬ 
sessed simultaneously. 


120°, 135°, and 150° to evaluate the roof or dome of the LA when a 
percutaneous device is placed (see the section on the Role of 
Echocardiography in Percutaneous Transcatheter Device Closure). 
Rotation past the LA appendage demonstrates the entry of the left 
pulmonary veins into the LA (Figure 37). 

3D TEE Acquisition Protocol for PFO and ASD 

Three-dimensional transesophageal images of the IAS should be ac¬ 
quired from multiple views and multiple 3D imaging modes for anal¬ 
ysis. A comprehensive description of overall 3D image acquisition, 
formatting, and presentation can be found in the 2012 ASE guide¬ 
lines. 12 

A comprehensive 3D examination usually begins with a real-time 
or narrow-angled acquisition from the standard imaging views. To 
obtain images with higher temporal and spatial resolution, electrocar- 
diographically gated, 3D wide-angled acquisitions are then per¬ 
formed. When evaluating the IAS using TEE, we recommend 
narrow-angled, zoomed, and wide-angled acquisition of 3D data 
from several key views: 

• Midesophageal short-axis view: acquired from the mid-esophagus starting at 
a multiplane angle of 0°. The probe is rotated toward the IAS. This view is 
particularly suited to narrow- and wide-angled acquisitions. 

• Basal short-axis view: acquired from the mid-esophagus starting at 30° to 
60° multiplane angles. This view is particularly suited to narrow- and 
wide-angled acquisitions. This view can also be used for zoom mode imag¬ 
ing during procedure guidance. Processing the 3D images from this view fa¬ 
cilitates the demonstration of an ASD en face and demonstrates the 
relationship to the surrounding structures (e.g., the aorta and aortic rim) 
(Figures 38 and 39A and B). Wide-angled acquisition from this view should 
be acquired with and without color Doppler flow mapping for precise off¬ 
line measurements of ASD size, shape, dynamic change, and relationship 
to surrounding structures. 

• Bicaval view: acquired from the midesophageal level with the transducer 
starting at the 90° to 120° multiplane orientation. This view can also be 


captured by each of the 3D imaging modalities. The depth of pyramidal 
data sets should be adjusted to include only the left and right sides of the 
atrial septum in this view. This specific setting will allow the entire septum 
to be acquired in a 3D format without incorporating the surrounding struc¬ 
tures. With a 90° up-down angulation of the pyramidal data set, the entire 
left-sided aspect of the septum can shown in an "en face perspective" 
(Figure 40). Once the left side of the atrial septum has been acquired, a 
180° counterclockwise rotation will show the right side of the atrial septum 
and the fossa ovalis as a depression on the septum (Figure 41). Sometimes 
the use of fine cropping using the arbitrary crop plane will be necessary to 
remove the surrounding atrial structures that can obscure the septum. A 
gain setting at medium level is usually required to avoid the disappearance 
of the fossa ovalis and creating a false impression of an ASD. This view is also 
used to measure the size and shape of the ASD in systole and diastole. 

• Sagittal bicaval view: can be obtained from the deep transgastric position 
with a transducer orientation of 100° to 120°. The recommendations for 
the settings and processing are identical to the midesophageal bicaval view. 

• Four-chamber view: acquired from the midesophageal level starting at 0° to 
20° transducer orientations. 

3D TTE Acquisition Protocol for PFO and ASD. Transthoracic 
3D images of the IAS can be obtained from the narrow-angle apical 
four-chamber, narrow-angle parasternal long-axis color, and apical 
four-chamber zoom views. However, image resolution can limit its 
utility in larger pediatric and adult patients. 

3D Display. When the IAS is viewed from the LA (left), the atrial 
septum should be oriented with the right upper pulmonary vein at the 
l-o clock position. When displayed as viewed from the RA (right), the 
SVC should be located at the 11-o'clock position (Figures 40 and 41 ). 

Images should be acquired from these transducer positions as an 
initial starting point using all three different 3D echocardiographic 
modes, including narrow-angled, zoomed, and wide-angled gated 
3D acquisition modes. 

Multiple examples of images from each modality are provided in 
the present report. In still images that are carefully acquired and 
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cropped, it will not always be apparent which 3D echocardiographic 
mode was used. In video images, the 3D zoomed acquisition mode 
will be noticeable by its slow volume rate and smooth images, and 
the 3D wide-angled gated acquisition mode will be noticeable by 
stitch artifacts, if present. 

The qualitative anatomic parameters delineated from the 3D data 
set should include the type of ASD (e.g., secundum, primum, sinus ve- 
nosus, common atrium, or coronary sinus), location within the atrial 
septum, shape, and orientation (Figures 8, 11, 12, and 39). The 
ASD shape can be defined as oval, round, or triangular or, at times, 
shaped somewhat like an egg or a pear or slightly irregular 
(Figure 8). The ASD orientation is defined according to the long- 
axis orientation of the defect as vertical, horizontal, oblique with an 
anterior tilt, or oblique with a posterior tilt. Defects in which the 
lengths of the long-axis and short-axis dimensions are within 1 mm 
should be designated as round. 

Quantitative analysis of ASD using 3D echocardiography should 
include the maximum length, width, and area measured at atrial 
end-diastole (Figure 24). The ASD dimensions should also be 
measured at atrial end-systole to determine the change in the dimen¬ 
sions during the cardiac cycle (dynamic ASD). The ASD dimensions 
are measured in en face views from either the RA or LA perspective 
using dedicated quantitative software. The parameters calculated can 
include the percentage of change in ASD length, width, and area from 
atrial end-diastole to atrial end-systole. Atrial end-diastole is defined as 
the frame with the largest ASD dimension and atrial end-systole as the 
frame with the smallest ASD dimension. The number of defects in the 
atrial septum should be quantified if multiple. 

Intracardiac Echocardiographic Imaging Protocol for IAS 

A comprehensive assessment of the atrial septum, any septal defects, 
and surrounding tissue rims can be performed with radial or phased 
array ICE. The key ICE views used in the evaluation of the 

IAS as described are listed in Table 5. The currently available ICE sys¬ 
tems and their present specifications are listed in Table 6. The currently 
available ICE systems do not have electronic beam steering or multi¬ 
plane transducer angle capabilities. Instead, they offer a radial rota¬ 
tional or phased area imaging plane that is manipulated by insertion 
and withdrawal of the catheter, axial rotation, and, in the case of the 
phased array systems, by manipulating the steering controls with 
adjustable tension, such that the catheter can be held in a flexed posi¬ 
tion in up to four directions (anterior, posterior, left, and right). 
Insertion and withdrawal of the phased array ICE probe will result 
in imaging more superiorly and inferiorly. Axial rotation allows for 
sweeping of the image through multiple planes. Three-dimensional 
ICE has recently become commercially available. Limited data 
exist regarding the role of 3D ICE in percutaneous transcatheter 
procedures at present. The use of 3D ICE offers the potential to 
provide greater anatomic information during structural interventions 
but requires additional investigation to fully define its role. 

A standard assessment of the IAS and surrounding structures is pre¬ 
sented here and summarized in Table 5 : 

• The phased array ICE probe is initially positioned in the mid-RA in a neutral 
catheter position to visualize the tricuspid valve in the long axis. This is referred 
to as the "home view" (Figure 42 A). In this view, the RA, tricuspid valve, RV, 
RV outflow tract, pulmonary valve, proximal main PA, a portion of the AoV, 
and any ASD that is present with adjacent septum in the partial short-axis view 
can be seen. This view visualizes the lower portion of the AV septal rim. 

• From this position, applying posterior deflection of the posterior-anterior 
knob and applying slight rightward rotation of the right-left knob will obtain 
the septal long-axis view (Figure 42B). 


• Advancing the catheter cephalad will produce a bicaval view from which the 
superior and inferior rims of an ASD and the defect diameter and configu¬ 
ration can be measured (Figure 420. 

• Rotation of the entire catheter handle clockwise until the intracardiac trans¬ 
ducer is near the tricuspid valve, followed by slight leftward rotation of the 
right-left knob until the AoV appears creates a septal short-axis view similar 
to the TEE short-axis plane, with the difference being the near field in the 
present view is the RA compared with TEE showing the LA (Figure 42D 
and E). From this view, the diameter of the defect and the anterior (aortic) 
and posterior rims can be measured (Figure 43). 

• There is, however, no true four-chamber view, because the ICE catheter sits 
in the RA. 

The initial echocardiographic assessment includes measurement of 
the defect diameter in multiple orthogonal planes, the overall septal 
length, and defect rims. If multiple defects are present, each should 
be characterized and the distance separating them measured. Please 
refer to the section on Imaging of IAS and Septal Defects: 
Assessment of ASDs: Standards and Characterization, for the features 
of an ASD that should be routinely described on imaging (Table 7). 

KEY POINTS 

• Table 1 summarizes the recommended general imaging approach using TTE, TEE, 
and ICE for evaluation of atrial septal abnormalities stratified by patient character¬ 
istics, imaging modality, and intended application (diagnosis, procedure selection 
or guidance, follow-up). 

• TEE provides superior image quality to TTE but is not always required (e.g., a PFO 
that is not being contemplated for closure). 

• 3D imaging provides unique views of the IAS and, in particular, allows for en face 
viewing of an ASD and the surrounding structures for accurate determination of 
ASD size and shape, to delineate the rims of surrounding tissue, and to determine 
the relationship of the ASD to the surrounding cardiac structures. 

• Echocardiography in patients undergoing transcatheter closure is critically impor¬ 
tant for appropriate patient selection, real-time procedure guidance, assessment 
of device efficacy and complications, and long-term follow-up. 

• Table 2 summarizes the advantages and disadvantages of TTE, TEE, and ICE in 
percutaneous transcatheter guidance of PFO and ASD. 

• Table 3 summarizes the key imaging views using TTE for the evaluation of the IAS 
and surrounding structures. 

• Table 4 summarizes the key views using TEE to assess the IAS and surrounding 
structures. 

• Table 5 summarizes the key views using ICE to assess the IAS and surrounding 
structures. 

ASSESSMENT OF SHUNTING 

Techniques, Standards, and Characterization 
Visualization of Shunting: TTE and TEE 

Shunting, and the hemodynamic significance of shunting, across an ASD 
or PFO is evaluated through a combination of structural imaging, color 
flow Doppler mapping, and spectral Doppler interrogation. Associated 
findings, including diastolic flattening of the ventricular septum and dila¬ 
tation of the RA, RV, and/or PA, are all potential signs of significant left- 
to-right shunting. The severity of dilatation is related to the relative 
compliance of these structures, as well as to the size of the ASD. 

The direction of shunting though an ASD is usually left to right and 
is visualized using color flow Doppler. ASD shunt flow can be right to 
left or bidirectional in the setting of significant pulmonary hyperten¬ 
sion or significant impairment of RV compliance. Pulse wave spectral 
Doppler can be used for the detection of bidirectional shunting, in 
addition to color Doppler. The color scale settings should be adjusted 
to optimize for the expected low velocity of shunting (i.e., 25-40 cm/ 
sec). Occasionally, higher velocity left-to-right shunting will be present 
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Figure 24 Once 3D volumes are acquired, postprocessing using commercially available 3D software packages will align the plane of 
the interatrial septum with multiple 3D plane slices. This approach facilitates an assessment of the shape of an ASD and allows for 
measurement of en face diameters and area in multiple orthogonal views, without the potential for bias due to malalignment of the 
ultrasound planes. See the section on Imaging of the Interatrial Septum: Imaging of the Interatrial Septum for more details. 


owing to LA hypertension from mitral stenosis, impaired left ventric¬ 
ular (LV) compliance, or LV outflow obstruction. 

In patients with ASD, measurement of the maximal dimension 
(width) using color Doppler has been correlated with the maximal 
dimension of the defect orifice when measured surgically. For example, 
in a small series of patients undergoing surgery, the TTE- and TEE- 
measured ASD color flow Doppler jet width measurements demon¬ 
strated correlation with the anatomic maximal dimension observed at 
surgery. Both TTE and TEE color flow Doppler echocardiography of 
the maximal jet width correlates with direct surgical measurement of 
the defect and, therefore, might provide an estimation of the ASD diam¬ 
eter. 58 Significant pitfalls exist when solely using the diameters 
measured by color Doppler to evaluate the size of an ASD; therefore, 
2D or 3D measurements without color should be relied on. The vari¬ 
ability in color quality between machine vendors and the variable color 
settings can result in excessive color bleed over the atrial septal tissue, 
resulting in an overestimation of the true defect size. 


Shunt flow can be estimated by pulsed Doppler quantification of 
the pulmonary (Qp) to systemic (Qs) blood flow ratio. This is 
typically performed by pulse wave Doppler using TTE by 
interrogation of the RV and LV outflow tracts. The method involves 
measurement of the systolic velocity time integrals (VTIs) of the RV 
and LV outflow, and the maximal systolic diameters of the 
pulmonary and LV outflow regions. The diameters are then used for 
calculation of the corresponding outflow tract areas, assuming the 
outflow region to be circular. The mathematical estimation of the 
area of the RV and LV outflow tract (7rr 2 ) multiplied by the 
corresponding VTI estimates the stroke volume for the right and 
left ventricle, respectively. The Qp/Qs ratio estimation is then the 
ratio of the pulmonary to systemic stroke volumes (RV stroke 
volume/LV stroke volume). This method has been validated and 
compared with oximetric methods in a small number of patients 
with secundum ASD, including those with pulmonary 
hypertension, mitral and tricuspid regurgitation, ventricular septal 
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Figure 25 Intraprocedural RT3D TEE provides superior visualization of wires, catheters, and devices and their relationships to neigh¬ 
boring structures in a format that is generally more intuitively comprehended by the interventional cardiologist than 2D echocardiog¬ 
raphy. An ostium secundum ASD has been closed with an Amplatzer device under RT3D TEE guidance. All views are shown from the 
LA perspective. (A) The LA disc of the device opening in the LA. (B) View showing continued opening of the device. (C) An undersized 
device with a residual defect. This device was removed and (D) a larger closure device used. 


Table 2 Advantages and disadvantages of TTE, TEE, and ICE in percutaneous transcatheter guidance of PFO and ASD 

Modality 

Advantages 

Disadvantages 

TTE 

Readily available 

Low cost 

Unlimited multiple planes to evaluate IAS 

Noninvasive 

Does not require any additional sedation 

Excellent image quality in pediatric patients 

Image quality in larger patients could be suboptimal 

Requires technologist or echocardiographer to perform study 
during closure 

Lower rim of IAS not well seen after device placement owing 
to shadowing in virtually all views 

TEE 

Improved image quality over TTE 

3D technique adds incremental value over 2D technique in 
evaluating ASD size, shape, location 

Provides en face imaging that might be more intuitively 
understood to nonimagers 

Requires additional sedation or anesthesia to perform 

Risks include aspiration and esophageal trauma 

Could require endotracheal intubation if prolonged procedure 
performed 

Requires additional echocardiographic operator to perform 
Patient discomfort 

ICE 

Comparable image quality to TEE 

Can be performed with patient under conscious sedation 
Reduces procedure and fluoroscopy times 

Superior to TEE for evaluating inferior aspects of IAS 
Interventionalist autonomy (can perform without additional 
support) 

Invasive 

Risks of 8F-10F venous access and catheter, including 
vascular risk and arrhythmia 

Role of 3D technique to be defined 

Cost of single-use ICE catheters 

Limited far field views with some systems 

Need for additional training of ICE operator 

Operator might have two tasks (imaging and procedure) 


defect, and Eisenmenger complex. Semilunar valve regurgitation 
modifies the stroke volume in proportion to the degree of regurgita¬ 
tion and can limit the estimation of shunt flow when a significant de¬ 
gree of regurgitation is present. A similar method has been used with 


inflow velocity and AV valve annular dimensions in diastole and also 
correlated with oximetric methods. 

Color flow Doppler can also detect shunting across a PFO; however, 
the shunting is often intermittent and might not be readily detectable 
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using color flow Doppler. When a PFO is stretched by differences in the 
LA and RA pressure, a left-to-right color Doppler shunt might be seen 
(Figures 4-6). First-generation contrast echocardiography with agitated 
saline combined with physiologic maneuvers to provoke right-to-left 
shunting, increases the sensitivity of PFO detection. 102 " 105 The 
microbubbles generated with agitation are too large to pass through 
normal pulmonary vasculature and are easily detected by 
echocardiographic imaging because of their increased echogenicity 
(Figure 29). The provocative maneuvers used to transiently increase 
RA pressure include the Valsalva maneuver and cough. 

Transthoracic echocardiography with first-generation contrast can 
be used to detect PFOs with reasonable sensitivity and specificity; 
however, TEE is considered the reference standard for detection of 
a PFO. Whether using TTE or TEE, the accuracy of the test will be 
improved by the use of a standardized protocol that includes multiple 
injections of agitated saline with provocative maneuvers to transiently 
increase the RA pressure. An example of a protocol used by 

many laboratories is presented: 

• Intravenous catheter, typically placed in antecubital vein, connected to a 
three-way locking stopcock 

• Combine in 10-mL syringe connected to the stopcock 8 mL of saline plus 
1 mL of blood from the patient plus 1 mL air; the addition of blood to 
the contrast solution results in increased intensity of the microbubbles de¬ 
tected by echocardiography 18 

• Many laboratories prefer to avoid the use of the patient's blood in the 
contrast mixture preparation, and this can result in diagnostic quality opaci¬ 
fication; in such cases, approximately 9 mL of saline and 1 mL of air are used 

• Rapidly mix back and forth with an empty 10-mL syringe attached to the 
stopcock to manufacture bubbles 

• Inject rapidly into the antecubital vein while acquiring a long clip length (i.e., 
10 seconds) with the echocardiography system; the echocardiographic im¬ 
ages are usually recorded from the four-chamber view for TTE, and the 
angle best profiling the atrial septum is used for TEE, usually 30°-100° 

• The use of biplane imaging might enhance detection of a small right-to-left 
shunt 

The appearance of microbubbles in the LA within 3-6 cardiac beats 
after opacification of the RA is considered positive for the presence of 
an intracardiac shunt such as a PFO (Figure 29). Ideally, bubbles will be 
visualized crossing the atrial septum through the PFO (Figure 38). 
Physiologic maneuvers to transiently increase RA pressure are typi¬ 
cally required to promote right-to-left shunting of microbubbles to 
identify a PFO when no shunting is present without provocation. 
The Valsalva maneuver using held expiration and release is one com¬ 
mon maneuver performed. The Valsalva strain must be held long 
enough for microbubbles to fill the RA. The effectiveness of the 
Valsalva maneuver can be assessed echocardiographically by the pres¬ 
ence of a leftward shift of the atrial septum with release of Valsalva, 
indicating the achievement of RA pressure greater than LA pressure. 

The appearance of microbubbles in the LA after 3-6 cardiac beats 
indicates intrapulmonary shunting, such as an arteriovenous malfor¬ 
mation. Intrapulmonary shunting is confirmed when the bubbles 
are visualized entering the LA from the pulmonary veins and not visu¬ 
alized crossing the atrial septum. Other reasons for a false-positive 
bubble study for PFO are sinus venosus septal defect or other uniden¬ 
tified ASD or pseudocontrast caused by the strain phase of Valsalva 
with transient stagnation of blood in the pulmonary veins. 

Bubble studies can result in false-negative findings because of inad¬ 
equate opacification of the RA, an inadequate Valsalva maneuver, the 
presence of a eustachian valve directing venous return from the IVC 
to the atrial septum (preventing microbubbles entering from the SVC 
to cross the atrial septum), an inability to increase the RA pressure 


above the LA pressure such as in the presence of LV diastolic dysfunc¬ 
tion, and poor image quality. ’ In patients with poor image quality, 
the use of second-harmonic imaging can improve the identification 
and detection of microbubbles. Digital compression algorithms can 
decrease the sensitivity for detection of small intracardiac shunts, 
and some laboratories have continued to record contrast studies on 
analogue videocassette to maximize the sensitivity for the detection 
of small shunts. 110 

Specific routes of saline contrast administration for bubble studies 
can be used in specific clinical scenarios. For example, a left antecubi¬ 
tal vein saline contrast injection can be used to diagnose a persistent 
left SVC draining into the coronary sinus. Leg vein saline contrast 
administration can be used in the adult patient who has undergone 
ASD closure but has persistent cyanosis after the procedure, because 
an inferior sinus venosus ASD might have been incompletely closed, 
with persistence of IVC flow into the LA. A leg vein injection also can 
rarely be used to overcome a very large Chiari or eustachian network 
that might impede the bubbles entering the RA from the SVC. 

Sedated patients can have difficulty performing an adequate 
Valsalva maneuver, as described in the section on Techniques, 
Standards, and Characterization Visualization of Shunting: TTE and 
TEE. In that circumstance, pressure on the abdomen can be applied 
to transiently increase the RA pressure. If the patient is under general 
anesthesia, the Valsalva maneuver can be mimicked by held inspira¬ 
tion and then release. Reports have included attempted quantification 
of right-to-left shunting based on the number of microbubbles appear¬ 
ing in the left heart on an echocardiographic still frame; however, this 
number is dependent on the amount of microbubbles injected and 
the adequacy of the Valsalva maneuver. 

Transcranial Doppler Detection/Grading of Shunting 

Transcranial Doppler is an alternative imaging method for the detec¬ 
tion of a PFO. This method uses power M-mode Doppler interroga¬ 
tion of the basal cerebral arteries to detect microbubbles that have 
crossed right to left into the systemic circulation. Specialized equip¬ 
ment is used to focus the ultrasound system and display the results. 
As with contrast-enhanced TTE and TEE, TCD studies are performed 
with normal respiration and with the Valsalva maneuver to maximize 
the sensitivity and specificity of the test. The results are reported refer¬ 
enced to a six-level Spencer logarithmic scale, and higher grades have 
been associated with larger right-to-left shunts. 

The advantages of TCD over TEE and TTE include increased pa¬ 
tient comfort (compared with TEE), semiquantitative assessment of 
shunt size, and the ability to identify extracardiac and intracardiac 
shunting. The identification of extracardiac shunts is also a limitation 
of TCD, because no anatomic information is provided regarding the 
location of the shunt or associated abnormalities. Hence, TCD and 
contrast echocardiography can be complementary techniques for 
the evaluation of right-to-left shunting. Some laboratories prefer 
to combine modalities and perform simultaneous contrast- 
enhanced TTE or TEE with TCD. 

The detection and grading of shunting by any technique is compli¬ 
cated by physiologic variations in the presence and/or timing of the 
shunting. Respiratory phasic changes in RA pressure can result in de¬ 
layed right-to-left shunting and misclassification of interatrial flow as 
an intrapulmonary shunt. Elevated LA pressure from LV failure, 
mitral stenosis, or mitral regurgitation can prevent right-to-left shunt¬ 
ing, because higher RA pressure is required to overcome the elevated 
LA pressure. In a study comparing patients with versus without left 
heart disease, the detection of PFO was 5% in the patients with left 
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Figure 26 (A) Two-dimensional TTE of ostium secundum ASD from parasternal short-axis view. (B) Two-dimensional TTE (left) and 
with color Doppler (right) of an ostium secundum ASD from the parasternal short-axis view with measurement of the diameter in the 
anterior-posterior orientation and left to right flow by color Doppler. Ao, aortic root. 



Figure 27 TTE of a secundum type ASD in the parasternal short-axis view without and with color Doppler in pediatric patient. See also 

Video 14. 


heart disease and 29% in those without left heart disease, similar to 
that in the general population. 

Impact of Shunting on the Right Ventricle 

Echocardiographic evaluation of hemodynamic changes to the RV 
has been described in detail in previous Guidelines documents. 


The hemodynamic effects of ASD are primarily related to the 
direction and magnitude of shunting, which is determined by the 
size of the defect, the relative compliance of the RVs and LVs, and 
the relative systemic and pulmonary vascular resistances. In most 
patients, the greater compliance of the RV compared with the LV, 
and the lower resistance of the pulmonary compared with the 
systemic circulation, results in a net left-to-right shunt. The most 
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Figure 28 (A and B) Examples of ostium secundum by 2D TTE (left) and with color Doppler (right) in the subcostal left anterior oblique 
view. (A) Measurement of the ASD diameter (left) and left to right color Doppler flow (right). (C) Sagittal subcostal view in a patient with 
secundum ASD. RPA, right pulmonary artery. 



Figure 29 TTE of an apical four-chamber view during saline contrast injection. (A) Initial images demonstrate prominent artifact over 
mitral valve. (B) Complete opacification of the RA and RV. (C) Delayed entry of contrast into the LA and LV, consistent with a pulmo¬ 
nary arteriovenous malformation. If the bubbles cross within the first three cardiac cycles, an intracardiac shunt is present. Subse¬ 
quent cardiac cycles (D and E) demonstrate continued opacification of the LA and LV consistent with intrapulmonary shunting. See 
also Videos 15 and 16. Video 14 demonstrates the above sequence. Video 16 is an ICE image demonstrating a PFO, with immediate 
passage of saline contrast from right to left, seen clearly to cross a PFO. INJ, injection. 
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Table 3 TTE views for assessment of atrial septal anatomy 


View 


Example 


Septal anatomy 


Procedural assessment 


Subxiphoid long-axis (frontal) 
or left anterior oblique (45°) 


B Right pulmonary vein ASD rim, 

atrial septal defect diameter, 
and atrial septum length 


Position of device with regard 
to right pulmonary veins and 
assessment for residual leak 


Subxiphoid short-axis (sagittal) 



Position of device with regard to 
SVC and IVC and assessment 
for residual leak 


Apical four-chamber 


? i 

£ K - , K 

* V* 

ft 


Rim of defect to AV valves, 
assessment of RV dilation 
RV pressure estimate from 
tricuspid regurgitation jet 


Position of device with regard 
to AV valves 


Parasternal short-axis 



Aortic and posterior atrial wall Device relationship to aortic valve, 

rim, atrial septal defect diameter, assessment for impingement on 
assessment of RV dilation aorta or straddle, and relationship 

of device to posterior wall 


pronounced echocardiographic finding associated with this left-to- 
right shunt is dilatation of the RV. 

RV linear dimensions are best measured from a RV-focused apical 
four-chamber view. Care should be taken to obtain the image demon¬ 
strating the maximum diameter of the RV without foreshortening. 
This can be accomplished by ensuring that the crux and apex of 
the heart are in view. An RV diameter greater than 41 mm at the 
base and greater than 35 mm at the midlevel indicates RV dilatation. 
Similarly, a longitudinal dimension greater than 83 mm indicates RV 
enlargement. 

The RV area has been shown to correlate with the cardiac magnetic 
resonance-derived RV volume and can serve as a semiquantitative 
surrogate for the identification of RV dilatation. 116,117 The 3D 
echocardiographically derived RV volume is the most accurate 
echocardiographic method to estimate the RV volume compared 
with cardiac magnetic resonance. Compared with 2D techniques, 
3D echocardiography results in better reproducibility and less 
underestimation of the RV volume. An RV end-diastolic volume 

indexed to the body surface area of 87 mL/m 2 or greater for men and 
74 mL/m 2 or greater for women is considered increased. 1 1 In the 
setting of significant RV dilatation, it can be difficult to enclose the 
entire RV in the 3D volume of interest for calculation of the volume. 


The interventricular septal shape/ventricular configuration is 
another marker of RV size. As the RV dilates in the setting of volume 
overload, such as left-to-right shunting through an ASD, the interven¬ 
tricular septum becomes displaced toward the LV in diastole, resulting 
in a flattened appearance compared with the normal round appear¬ 
ance in the normal heart. In addition to the diastolic septal flattening 
associated with RV volume overload, systolic septal flattening can also 
be present in those patients with an ASD who have associated pulmo¬ 
nary hypertension. Visual assessment of the diastolic and systolic ven¬ 
tricular septal curvature, looking for a D-shaped pattern, should be 
used to help in the diagnosis of RV volume and/or pressure overload. 
Although a D-shaped ventricle formed by flattening of the septum is 
not diagnostic in RV overload. With its presence, additional emphasis 
should be placed on the confirmation, as well as the determination, of 
the etiology and severity of right-sided pressure and/or volume over¬ 
load. The severity of septal flattening increases with increasing RV 
dilatation and has been quantified with an eccentricity index derived 
from the perpendicular LV minor axis dimensions from the paraster¬ 
nal short-axis view. The ratio of the minor axis diameter parallel to 
the ventricular septum compared with the minor axis diameter that 
bisects the ventricular septum can be calculated at end-diastole. A ra¬ 
tio greater than 1 is associated with RV volume overload. 
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Pulmonary Artery Hypertension 

The pulmonary vasculature normally accommodates the increased 
volume of flow secondary to ASD without a significant increase in 
PA pressure. With continued RV volume overload and increased 
PA flow over time, a small percentage of patients will develop pulmo¬ 
nary hypertension, with an even smaller percentage developing irre¬ 
versible pulmonary vascular disease. 123 The type of ASD is also 
associated with the frequency and rapidity of development of pulmo¬ 
nary hypertension, with the sinus venosus defect more frequently 
associated with pulmonary hypertension than secundum ASD and 
at younger ages. 4 Evaluation for pulmonary hypertension is there¬ 
fore an important part of the echocardiographic evaluation of an 
ASD before intervention. The systolic PA pressure is best estimated 
from the RV systolic pressure using the tricuspid regurgitation jet ve¬ 
locity (V) and the simplified Bernoulli equation: RV systolic 
pressure = 4(V) 2 + estimated RA pressure. The normal peak RV sys¬ 
tolic pressure should be less than 30-35 mm Hg. The PA diastolic 
pressure can be similarly estimated from the pulmonary regurgitation 
end-diastolic velocity, and the mean PA pressure can be estimated 
from the peak PA velocity. Although accurate estimates of PA 
pressure can be calculated using noninvasive techniques, 
noninvasive estimation of the pulmonary vascular resistance is 
more problematic. However, it has been described using a ratio of 
peak tricuspid regurgitation velocity (in meters per second) 
compared with the RV outflow tract VTI (in centimeters). 

RV Function 

In general, RV function (systolic or diastolic) is not adversely affected 
by the presence of an ASD; however, in some settings, RV function 
will be impaired, such as in the presence of significant pulmonary hy¬ 
pertension. When an evaluation of RV systolic function is required, 
the methods available include dP/dt, myocardial performance index, 
tricuspid annular plane systolic excursion, RV fractional area change, 
RV ejection fraction from 3D volumetric evaluation, Doppler tissue 
imaging (DTI) S' velocity, DTI isovolumic myocardial acceleration, 
and deformation evaluation with RV strain and strain rate. For evalu¬ 
ation of RV diastolic function, the methods include transtricuspid E 
and A wave velocities, E/A ratio, DTI E' and A' velocities, E/E' ratio, 
isovolumic relaxation time, and deceleration time. The reader is 
referred to the recent Guidelines describing the "Echocardiographic 
Assessment of the Right Heart in Adults" for details regarding the per¬ 
formance of these techniques and their strengths and weaknesses. 

LV Function 

Age-related LV diastolic dysfunction can lead to increased left-to-right 
shunting across an ASD with associated worsening of RV volume 
overload and late presentation of symptoms in older adults. These pa¬ 
tients are also at increased risk of acute heart failure with pulmonary 
edema after closure of their ASD. This acute presentation is thought 
to be secondary to the combination of acute volume loading of 
the left heart in the setting of LV diastolic dysfunction that becomes 
unmasked with closure of the ASD. Preprocedural 

echocardiographic evaluation of LV diastolic function with 
assessment of mitral inflow and annular velocities can identify some 
of these patients at risk of post-ASD closure heart failure and pulmo¬ 
nary congestion. However, LV diastolic dysfunction can be masked by 
the ASD and pressure equalization between the left heart and right 
heart. 7 In those cases, invasive test occlusion of the ASD and mea¬ 
surement of the LA pressure can identify those patients at risk of 
developing pulmonary edema. Pre-ASD closure treatment with di¬ 


uretics and afterload reduction will help prevent post-ASD closure 
heart failure. If medical therapy is not adequate to decrease the LA 
pressure, a fenestrated ASD closure device can be used to avoid 
the development of acute left heart failure. 

KEY POINTS 

• The direction of shunting through an ASD by color Doppler is typically left to right. 
The color scale settings should be optimized for the expected low velocity of shunt 
flow (i.e., 25-40 cm/sec). 

• ASD shunt flow can be right to left or bidirectional in the setting of significant pul¬ 
monary hypertension or impaired RV compliance. Pulse wave spectral Doppler 
can be used for detection of bidirectional shunting in addition to color Doppler. 

• Color flow Doppler can detect shunting across a PFO when it has been stretched 
open by differences in atrial pressure; however, the shunting is often intermittent 
and might not be readily detectable using color flow Doppler. 

• TTE with first-generation contrast can be used to detect a PFO; however, TEE is 
considered the reference standard for detection of a PFO. 

• Whether using TTE or TEE, accuracy will be improved by the use of a standardized 
contrast protocol that includes multiple injections of agitated saline with provoca¬ 
tive maneuvers to transiently increase the RA pressure. 

• The appearance of microbubbles in the LA after 3-6 beats indicates intrapulmo- 
nary shunting, such as an arteriovenous malformation. 

• Bubble studies can provide false-negative findings owing to inadequate opacifica¬ 
tion of the RA, an inadequate Valsalva maneuver, a prominent eustachian valve 
directing venous return from the I VC to the IAS and preventing microbubbles 
entering from the SVC to cross the IAS, an inability to increase the RA pressure 
above the LA pressure, and poor image quality. 

• TCD is an alternative method for the detection of a PFO with advantages that 
include increased patient comfort (compared with TEE), semiquantitative assess¬ 
ment of shunt size, and the ability to identify extracardiac and intracardiac shunting. 

• The most pronounced echocardiographic finding associated with a left-to-right 
shunt is dilatation of the RV, for which multiple echocardiographic methods are 
available for measurement. 

• Echocardiographic assessment of the magnitude of shunting by Qp/Qs estimation 
and the assessment of RV function completes the assessment of patients with an ASD. 


IMAGING OF IAS AND SEPTAL DEFECTS 
Patent Foramen Ovale 

The occurrence of a PFO is common, present in 20%-25% of the 
population," and the anatomy has been extensively discussed 
earlier in the present document. PFO has been associated with 
cryptogenic stroke, decompression sickness, platypnea-orthodeoxia 
syndrome, and migraine headache. Controversy exists 

regarding the role of PFO in these syndromes, and currently, the 
Food and Drug Administration (FDA) has not approved a role for 
transcatheter procedures to close the PFO in an attempt to 
decrease the incidence of these problems. Echocardiography has a 
central role in the evaluation of PFO and monitoring/guidance of 
PFO closure, similar to its role in ASD closure. 

A TTE evaluation of PFO, including the use of agitated saline 
contrast, is primarily used to identify the presence or absence of a 
PFO according to the presence or absence of right-to-left shunting. 
Once a PFO has been identified, and percutaneous device closure is be¬ 
ing considered, a detailed evaluation of the atrial septal anatomy is per¬ 
formed using TEE. TEE can also be used if a PFO is suspected; however, 
TTE is technically inadequate to rule out the presence of a PFO. 

The TEE views used for the evaluation of a PFO are similar to those 
used for the evaluation of an ASD. Starting in the transverse plane at 
the mid-esophagus with settings optimized to visualize the atrial 
septum, the TEE imaging plane should be rotated or steered, starting 
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Table 4 Views for assessment of ASD by TEE 


View 

Example 

Atrial septal anatomy 

Procedural assessment 

Suggested multiplane 
angles 

Esophageal position 

Basal transverse 

L™Si 

SVC, superior aortic, RUPV 

Device relationship in 
atrial roof 

0°, 15°, 30°, 45° 

Mid- to upper 
esophagus 


Four-chamber 


B Posterior and AV rims, 

maximal ASD diameter 


Device relationship 
to AV valves 


0°, 15°, 30° 


Mid-esophagus 


Short-axis 



Posterior and aortic rims, 
maximal ASD diameter 


Device relationship 30°, 45°, 60°, 75° 
to AoV and posterior 
atrial wall 


Mid- to upper 
esophagus 


Bicaval 


H IVC and SVC rims, maximal Device relationship 90°, 105°, 120° Mid- to upper 

ASD diameter to RA roof/dome esophagus and 

deep transgastric 



Device relationship 120°, 135°, 150° Mid- to upper 
to LA dome/roof esophagus 


at a 0° multiplane angle, in 15° increments, for complete evaluation of 
the atrial septum. Side-by-side imaging with color Doppler at a low co¬ 
lor Doppler scale is helpful for identifying flow through the PFO and 
possible additional defects in the atrial septum. The probe will need to 
be withdrawn for better evaluation of the atrial septum near the SVC 
and inserted for better evaluation of the atrial septum near the IVC. 
Alternatively, an initial evaluation of the atrial septum can be per¬ 
formed in the transverse plane, starting at the high esophageal level 
at the SVC and advancing the probe in the esophagus, imaging 
through the fossa ovalis and ending at the level of the IVC. A similar 
maneuver can be performed with the imaging plane at 90°-120°. 


Starting at 30°-50°, with the AoV in cross-section, the PFO should 
be visualized adjacent to the aorta. Rotation of the imaging plane in 
15° increments should line the imaging plane with the pathway or 
tunnel of the PFO. From this angle, the length of the PFO tunnel 
can be assessed. The thickness of the septum secundum can also be 
evaluated from this view. 

With the PFO visualized, agitated saline contrast is injected to eval¬ 
uate for right-to-left shunting, as described in the section on 
Techniques, Standards, and Characterization Visualization of 
Shunting: TTE and TEE. Provocative maneuvers such as the 
Valsalva maneuver should be performed to transiently increase the 
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Figure 30 TEE demonstrating from the upper esophageal short-axis view demonstrating the right pulmonary veins at (A) 0° without 
and (B) with color Doppler and (C) without and (D) with color Doppler at 60°. LIPV, left inferior pulmonary vein; LSPV, left superior 
pulmonary vein; RIPV, right inferior pulmonary vein; RSPV, right superior pulmonary vein. 



Figure 31 TEE of small ostium secundum ASD {yellow arrow) at 
the midesophageal aortic valve short-axis view from the mid¬ 
esophagus. Ao, ascending aorta. 


RA pressure over the LA pressure. Sedated patients could have diffi¬ 
culty performing an adequate Valsalva maneuver (see the section on 
Techniques, Standards, and Characterization Visualization of 
Shunting: TTE and TEE). 

Important anatomic details of the atrial septum that should be eval¬ 
uated because they can influence device candidacy and selection 
include the location of the PFO (although, unlike secundum ASD, 
the location of a PFO is fairly consistent in the anterior or superior 
portion of the fossa ovalis), thickness and extent of septum secundum, 
total length of the atrial septum, length of the PFO tunnel, size of the 
PFO at the RA and LA ends, distance of the PFO from the venae 
cavae, presence of ASA (see the section on Imaging of IAS and 
Septal Defects: Atrial Septal Aneurysm), and presence of additional 



Figure 32 TEE of large ostium secundum ASD from midesopha¬ 
geal AoV short-axis view. Short-axis view of ostium secundum 
ASD. Note aortic rim (arrow). AV, aortic valve/aorta. 


atrial septal fenestrations or defects. As with ASD, partial anomalous 
pulmonary venous connection should be excluded. 

Real-time 3D (RT3D) TEE has been used to better define PFO var¬ 
iations compared with 2D TEE. RT3D TEE has shown that the 
shape of the PFO is elliptical, not circular, and that the flow area de¬ 
creases traversing from the RA to the LA. As with secundum ASD, the 
area of the PFO changes during the cardiac cycle and is larger during 
ventricular systole than diastole. RT3D TEE has also been used for 
procedural guidance of closure with en face views of the atrial septum 
showing the relationship of the PFO and device with the surrounding 
structures in the RA and LA 9 (Figure 44). 

Specific anatomic characteristics of a PFO should be evaluated 
when deciding on device selection for PFO closure. Specifically, 
the diameter of the fossa ovalis, length of the PFO tunnel, presence 
and size of an ASA, thickness of the septum secundum, and 
maximum size of the PFO during the cardiac cycle are all important 
in appropriate patient selection for transcatheter closure. In one series, 
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Figure 33 TEE of large ostium secundum ASD from midesopha- 
geal four-chamber view. Note ASD (blue arrow). 



Figure 34 TEE of closure device in ostium secundum ASD from 
midesophageal four-chamber view. Note relationship between 
AV valves. Note ASD closure device (blue arrow). 


using these parameters to choose from among four types of closure 
devices resulted in an improved closure rate and a decreased inci¬ 
dence of complications compared with the use of a single-device strat¬ 
egy for all PFOs. 140 

Atrial Septal Aneurysm 

An ASA is a redundancy or saccular deformity of the atrial septum 
associated with increased mobility (Figures 7 and 10). An ASA is 
defined as an excursion of 10 mm from the plane of the atrial 
septum into the RA or LA or a combined excursion right and left 
of 15 mm. M-mode can be used to document this motion when 
the cursor can be aligned perpendicular to the plane of the septum 
(Figure 45). A more detailed classification system (that has not been 
widely clinically adopted) has divided ASAs into five groups based 
on the excursion exclusively into the RA or LA, predominantly into 
the RA or LA, or with equal excursion right and left. 1 " 1 

ASA has been associated with the presence of a PFO or ASD, an 
increased size of a PFO, and an increased prevalence of cryptogenic 
stroke and other embolic events. ASA has also been associated with 
multiple septal fenestrations. TEE is a more sensitive method than 
TTE for evaluation of an ASA. The presence and extent of an ASA 
is a factor in device selection for PFO closure. A device can be chosen 


o 121 in 

\ 


LA 

RUPV 



Figure 35 TEE of large ostium secundum ASD from midesopha¬ 
geal modified bicaval view (includes the tricuspid valve). See 
also Video 17. 



Figure 36 Zoomed bicaval TEE view of thrombus (yellow arrow) 
attached to the IAS at the left atrial septal pouch. This might 
represent a thrombus in transit crossing a PFO (paradoxical em¬ 
bolism) or an in situ thrombus in the left atrial septal pouch. SP, 
septum primum; SS, septum secundum. 

that is relatively large to encompass and stabilize the atrial septum or a 
smaller and softer device might be chosen for better conformation 
with the ASA. 

The excursion of the atrial septum can be documented using 2D 
imaging, as well as M-mode assessment when the M-mode cursor 
can be aligned perpendicular to the plane of the IAS. This can be 
done in the subcostal four-chamber views on TTE, in the bicaval views 
on TEE, and in the septal long-axis views on ICE (Figure 45). 

Eustachian Valve and Chiari Network 

The eustachian valve extends anteriorly from the IVC-RA junction 
and is best visualized on TTE from the subxiphoid coronal and sagittal 
views. On TEE, the eustachian valve is best visualized in the longitu¬ 
dinal plane. The size of the eustachian valve and proximity to the IAS 
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Figure 37 TEE demonstrating left pulmonary veins in two different views. Midesophageal views (A) without and (B) with color flow 
Doppler obtained at 60° (mitral commissural view) with the probe then rotated slightly to the left to reveal the left-sided pulmonary 
veins. Midesophageal long-axis views with the probe rotated toward the left pulmonary veins at 120° (C) without and (D) with color 
Doppler. 


should be noted on the echocardiographic evaluation, because a large 
eustachian valve that is close to the IAS can interfere in the deploy¬ 
ment of the RA side of a closure device. 

A Chiari network is a remnant of the right valve of the sinus ve- 
nosus and appears as a filamentous structure in various places in the 
RA, including near the mouth of the IVC and coronary sinus 
(Figure 20). A Chiari network can interfere in the passage through 
the RA of wires, catheters, sheaths, cables, and the device. 
Therefore, the identification of the presence of a Chiari network 
should be a part of the echocardiographic evaluation before device 
closure of an ASD or a PFO. 142 

Assessment of ASDs: Standards and Characterization 

ASDs represent a diverse group of differing anatomic lesions that all 
result in intracardiac shunting. The types of ASDs and other interatrial 
communications have been fully described in previous sections. The 
common features of all ASD types that should be systematically eval¬ 
uated and reported for all ASD types are listed in Table 7. These 
include the type of ASD (primum or secundum) or other atrial 
communication (venosus or unroofed coronary sinus), the presence 
and direction of Doppler flow through the defect, and associated find¬ 
ings such as anomalous pulmonary vein drainage, the presence and 
size of an eustachian valve or a Chiari network, the size and shape 
of the defect or defects, the location in the septum, the presence or 
absence of multiple fenestrations, and the size of the ASD at end- 
systole and end-diastole. 

Ostium secundum ASD is the most common defect encountered 
and most commonly occurs as a deficiency in septum primum. 
Secundum ASDs can vary considerably in their size, shape, and config¬ 
uration, as has been described previously. A small ASD is typically 
described as less than 5 mm in the maximal measured ASD diameter. 
With favorable anatomic features, ostium secundum ASDs can be 
amenable to percutaneous transcatheter closure. This topic is specifically 


reviewed later in the present document. Secundum ASDs have a 
variable amount of surrounding tissue that borders the defect, and 
these "rims" of surrounding tissue are named for the corresponding 
surrounding adjacent anatomic structures. By convention, there are six 
anatomically named rims of surrounding tissue. These rims should be 
assessed carefully using echocardiography in all patients and, in 
particular, before consideration of percutaneous closure. A rim length 
of 5 mm or more is considered a favorable characteristic for 
percutaneous transcatheter closure of a secundum ASD. An ASD rim 
length of less than 5 mm is described as "deficient" and could present 
challenges for transcatheter closure. Secundum ASD rims can be 
defined as follows: 

1. Aortic rim: the superior/anterior rim between the ASD and the AoV 
annulus and aortic root 

2. AV valve rim: the inferior/anterior rim between the ASD and the AV valves 

3. SVC rim: the superior/posterior rim between the ASD and the SVC 

4. IVC rim: the inferior/posterior rim between the ASD and the IVC 

5. Posterior rim: the posterior rim between ASD and posterior atrial walls 

6. Right upper pulmonary vein (RUPV) rim: the posterior rim between the 
ASD and the RUPV 

Having adequate superior, inferior, and anterior rims (SVC, 
RUPV, IVC, and AV valve rims) is particularly important for success¬ 
ful transcatheter ASD closure. A deficient aortic rim has been impli¬ 
cated as a potential risk factor for erosion, 103 although it might 
not represent an absolute contraindication to device closure. 
Erosion is discussed in greater detail in the section on Device 
Embolization and Erosion. TEE evaluates these six ASD rims in 
the upper esophageal short-axis, midesophageal short-axis, four- 
chamber, and bicaval views, and TTE provides similar views. The 
TEE views and corresponding rims evaluated are listed in Table 4. 
Although TTE might be adequate for the evaluation of rims in 
smaller pediatric patients, in larger pediatric and adult patients, it 
will typically be inadequate. Therefore, TEE is recommended for 
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Figure 38 Real-time 3D TEE images from the midesophageal short-axis views of a PFO during a saline contrast study. The PFO exit 
into the LA is apparent (blue arrow). This is performed to help localize the site of bubble entry into the LA and not to quantify the size of 
the shunt. (A-C) Progressive saline contrast microbubbles crossing through the PFO into the LA. Blue arrow indicates PFO tunnel. 
See also Video 18. 



Figure 39 Real-time 3D TEE images of an ostium secundum ASD from the (A) RA perspective demonstrating an ASD en face from the 
midesophageal short-axis view, (B) RA perspective demonstrating the aortic rim (arrow) from the midesophageal short-axis view, and 
(C) LA perspective from the four-chamber view also demonstrating the aortic rim. MV, mitral valve. 


these patients to assess these rims before transcatheter closure. ICE 
has been demonstrated to provide images of the ASD rims similar 
to those with TEE, although no true four-chamber view is possible 


with ICE. TEE with 3D imaging, if available, should be considered 
for all patients under consideration for percutaneous closure—even 
if an ICE-guided closure procedure is being planned. 
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Figure 40 Still image depicting the two perpendicular 2D TEE planes (A and B) used to acquire a zoomed 3DE data set of the IAS (C). 
The left side of the atrial septum is shown in the en face perspective visualized after a 90° up-down rotation (curved arrow) of the data 
set (D). Image D can be cropped to remove the left half of the atrial septum (E) and when rotated 90° counterclockwise (curvedarrow) 
(F), the entire course of the crista terminalis from the SVC toward the IVC (arrows) can be visualized. Ao, aorta; AS, atrial septum; CS, 
coronary sinus; CT, crista terminalis; FO, fossa ovalis; RAA, right atrial appendage. 


KEY POINTS 

• TTE evaluation of a PFO, including the use of agitated saline contrast, is used to 
identify the presence or absence of a PFO according to the presence of right-to- 
left shunting. 

• Once a PFO has been identified, if catheter closure is being contemplated, a 
detailed evaluation of the atrial septal anatomy should be performed using TEE 
or ICE. 

• With the PFO in view, agitated saline contrast is injected to evaluate for right-to-left 
shunting (seethe section on Techniques, Standards, and Characterization Visualization 
of Shunting: TTE and TEE). Provocative maneuvers such as the Valsalva maneuver 
should be performed to transiently increase the RA pressure over the LA pressure. 
Sedated patients might have difficulty performing an adequate Valsalva maneuver. 

• The anatomic details of the atrial septum when a PFO is present that should be 
routinely evaluated include the location of the PFO, thickness and extent of septum 
secundum, total length of the atrial septum, length of the PFO tunnel, size of the 
PFO at the RA and LA ends, distance of the PFO from the venae cavae, presence 
of an ASA, and presence of additional atrial septal fenestrations or defects. 


• An ASA is defined as excursion of 10 mm from the plane of the atrial septum into 
the RA or LA or a combined excursion right and left of 15 mm. 

• The common features of all ASDs and other septal defect types that should be eval¬ 
uated systematically are listed in Table 7. 

• Ostium secundum ASDs have six defined rims of tissue surrounding them (aortic, 
AV valve, SVC, IVC, posterior, and RUPV). 

• A ostium secundum ASD rim of less than 5 mm is considered deficient for pur¬ 
poses of transcatheter closure but does not represent an absolute contraindication 
to the procedure. 

ROLE OF ECHOCARDIOGRAPHY IN TRANSCATHETER 
DEVICE CLOSURE 


Echocardiography is commonly used for imaging guidance 
during percutaneous transcatheter closure of ASDs and 
PFOs. Real-time intraprocedural echocardiography 
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LA en face view RA en face view 



Figure 41 The interatrial septum when viewed from the LA (left). The atrial septum should be oriented with the right upper pulmonic 
vein at the 1-o’clock position. When displayed as viewed from the right atrium (right), the SVC should be located at the 11-o’clock 
position. A, anterior; AS, atrial septum, Ao, aorta; L, left; LAA, left atrial appendage; P, posterior; R, right; S, superior. 


with TTE, TEE, 3D imaging, and ICE provides important incremental 
information before, during, and after deployment of the device. 
Although each modality has its own advantages and disadvantages, 
echocardiographic augmentation of fluoroscopic imaging offers signifi¬ 
cant information in patient selection, device selection, procedural guid¬ 
ance, monitoring for complications, and assessment of the results. 

Description of Available Transcatheter Devices and 
Techniques 

The American College of Cardiology/American Heart Association 
guidelines have recommended ASD closure for patients with RA 
and RV enlargement, regardless of symptoms (class I). 147 Small 
ASDs (i.e., an ASD diameter of less than 5 mm) with no evidence 
of RV enlargement or pulmonary hypertension do not require 
closure, because they are not considered significant enough to affect 
the clinical course or hemodynamics of these individuals. Smaller 
ASDs that are associated with paradoxical embolism or platypnea- 
orthodeoxia can be considered for closure according to guideline rec¬ 
ommendations (class Ha). The only absolute contraindication for ASD 
closure pertains to patients with irreversible pulmonary hypertension 
(pulmonary vascular resistance greater than 8 Woods units) and no 
evidence of left-to-right shunting (class III). Sinus venosus and 
ostium primum defects are not suitable for percutaneous device 
closure because of poor anatomic and rim characteristics and the 
lack of randomized controlled trial data supporting this approach. 
The indications and contraindications to ASD and PFO closure are 
listed in Table 8. 

Numerous devices exist for percutaneous transcatheter closure of 
ASDs and PFOs (Figure 46). However, no transcatheter closure de¬ 
vice has yet been approved by the U.S. FDA for the percutaneous 


transcatheter closure of PFOs. The two types of devices currently 
approved in the United States for transcatheter closure of secundum 
ASDs are the Helex (W.L. Gore, Newark, DE) and Amplatzer (St. Jude 
Medical, Plymouth, MN) septal occluder devices (Figure 46). Only se¬ 
cundum ASDs have been approved by the FDA to be treated with 
these percutaneous transcatheter closure devices. Thus, patients 
with sinus venosus and primum defects should be evaluated for sur¬ 
gical repair, if appropriate. 

The Helex occluder (W.L. Gore) is composed of expanded polyte- 
trafluoroethylene patch material supported by a single nitinol wire 
frame. The device bridges and eventually occludes the septal defect 
as cells infiltrate and ultimately cover the expanded polytetrafluoro- 
ethylene membrane. The Helex occluder (W.L. Gore) is not recom¬ 
mended for closure of defects larger than 18 mm in diameter or 
those in which the rim is absent over more than 25% of the circum¬ 
ference of the defect. 

The Amplatzer septal occluder (ASO) and Amplatzer multifenes- 
trated "cribriform" septal occluder (St. Jude Medical) are double-disc 
devices composed of nitinol mesh and polyester fabric. These 
devices are designed to appose the septal wall on each side of the 
defect, creating a platform for tissue ingrowth after implantation. 
The ASO (St. Jude Medical) is a self-centering device with a waist 
sized to fill the diameter of a single ASD. The narrow waist of the 
cribriform device is specifically designed to allow placement through 
the central defect of a fenestrated septum; the matched disc diame¬ 
ters positioned on either side of the septum maximize coverage of 
multiple fenestrations. The ASO (St. Jude Medical) is contraindi¬ 
cated in patients in whom a deficiency (defined as less than 
5 mm) of septal rim is present between the defect and the right pul¬ 
monary vein, AV valve, or IVC. Although a deficiency of the aortic 
rim is not considered an absolute contraindication to the use of the 
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Table 5 Intracardiac echocardiographic views for assessment of IAS 


Position of ICE Anterior-posterior Right-left 

ICE view Example catheter flexion flexion Visualized structures 


Home view 



Mid-RA 


Neutral Neutral RA, TV, RV, PV, RVOT, lower IAS 


Septal view 



Mid-RA 


Posterior tilt Rightward tilt Inferior and superior IAS, septum 

primum, septum secundum, 
relationship to MV 


Septal long-axis 
or bicaval 



Posterior tilt Rightward tilt IAS, septum primum, septum 

secundum, SVC 


Septal short-axis 



Mid-RA, turn toward Posterior tilt 
tricuspid valve 


Leftward tilt AoV, IAS, posterior-anterior plane 
of ASD, posterior and AV rims 


MV, mitral valve; RVOT, right ventricular outflow tract; TV, tricuspid vale. 


Table 6 Features of currently available intracardiac ultrasound systems 


Ultrasound method/ 

name of catheter 

Catheter 
size (F) 

Imaging frequency 
range (MHz) 

Viewing 
sector (°) 

Depth of 
field (cm) 

Steering (°) 

Doppler 

RT3D available 

Cost 

Rotational/UltralCE 

9 

9 

360 

5 

No 

No 

No 

+ 

Phased array/Viewflex 
Plus t 

9 

4.5-8.5 

90 

21 

Anterior-posterior (120) 

Yes 

No 

++ 

Phased array/AcuNav* 

8 or 10 

5-10 

90 

16 

Anterior, posterior, left, 
and right (160) 

Yes 

Yes (10F catheter only) 

++ 

*Boston Scientific, Natick, MA. 
f St. Jude Medical, St. Paul, MN. 


^Siemens Medical Solutions USA, Inc., Malvern, PA. 


device, it has been suggested that this could increase the risk of de¬ 
vice erosion. 

A significant proportion of defects are associated with absent or 
deficient aortic rims, and although erosion after ASD device closure 


occurs most often in these patients, the great majority of these defects 
can be successfully closed by a device without subsequent erosion. 
The Helex septal occluders (W.L. Gore) and ASOs (St. Jude 
Medical) are deployed using their unique delivery systems by way 
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Figure 42 Intracardiac echocardiographic evaluation of the IAS (see the section on Intracardiac Echocardiographic Imaging Protocol 
for IAS for details). (A) Home view. (B) Septal long-axis view. (C) Bicaval view. (D) Septal short-axis view of PFO. (E) Septal short-axis 
view of ostium secundum ASD. The white arrow indicates the direction of PFO flow through stretched PFO. LAA, left atrial 
appendage; RVOT, right ventricular outflow tract; TV, tricuspid valve. See also Video 19. 



Figure 43 Intracardiac echocardiogram of an ostium secundum 
ASD with left to right flow with and without color Doppler map¬ 
ping. The white arrow indicates the direction of ASD flow; yellow 
arrow, the aortic rim. AV, aortic valve. 


of venous access after careful assessment of the atrial septum and 
sizing of the defect. The distinctions between techniques in device de¬ 
livery and assessment of appropriate positioning are discussed in the 
subsequent sections. 

Device Embolization and Erosion 

Complications of percutaneous PFO and ASD closure devices are 
rare and include device embolization, cardiac perforation, tampo¬ 
nade, and device erosion. 148,149 Device embolization occurs in 
approximately 0.1%-0.4% of cases and is most common with ASD 
closure devices. Device embolization is a potential life- 
threatening complication requiring immediate removal by percuta- 


Table 7 Specific characteristics of ASD that should be 
routinely measured and reported 

ASD type—PFO, primum ASD, secundum ASD, or other atrial 
communication (sinus venosus defect, unroofed coronary 
sinus, anomalous pulmonary vein drainage) 

Doppler flow—presence of left to right, right to left or 
bidirectional flow 
Presence or absence of ASA 

Associated findings—eustachian valve or Chiari network 
ASD size—maximal and minimal diameters (optimally measured 
from 3D volume data sets), ASD area 
ASD location in septum (i.e., high secundum ASD, sinus venosus 
defect SVC or IVC type) 

Measurement of all rims—aortic, RUPV, superior, posterior, 
inferior, AV septal 

Shape of ASD —round, oval, irregular 
Presence of multiple fenestrations 
Dynamic nature of ASD —measurement of area and 
maximum/minimal diameters in end-systole and 
end-diastole 

Stop-flow diameter of ASD (when balloon sizing is used for 
percutaneous transcatheter closure) 


neous or surgical intervention. Device embolization can be readily 
diagnosed by routine surveillance TTE. The risk factors for device 
embolization include an undersized ASD device, deficient rims of sur¬ 
rounding tissue, and device malpositioning. Immediate embolization 
can occur after device deployment and most likely results from device 
malpositioning or an incorrect device size. TTE and TEE are invalu¬ 
able tools in evaluating the precise location of a dislodged device 
and the physiologic sequelae (e.g., inflow/outflow obstruction, valve 
disruption) that result from the embolization. 
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Figure 44 Triplane (A, 3D; B, biplane orthogonal short-axis, and C, biplane orthogonal long-axis views) of cribriform closure device 
deployed during PFO closure. The white arrow indicates LA disc of closure device. AV, aortic valve. 



Figure 45 M-mode of an ASA demonstrating greater than 15 mm mobility of the fossa on ICE imaging. 


Device erosion is a rare but potentially fatal event. Erosion has 
been reported to occur with multiple devices, including the ASO 
(St. Jude Medical), the atrial septal defect occluder system, and 
the Angel-Wings device (Microvena Corp., White Bear Lake, MN). 
Of these, only the ASO (St. Jude Medical) is currently approved 


for use in the United States. The estimated rate of erosion 

with the ASO (St. Jude Medical) is 0.1%-0.3%. 150 ' 152154 Device 
erosion can occur at the roof of the RA or LA or at the junction 
of the aorta and can result in hemopericardium, tamponade, 
aortic fistula, and/or death. Device erosion can begin as a 
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Figure 46 Examples of ASD closure devices. (A) ASO (St. Jude Medical). (B) Helex occluder (W.L. Gore). (C) Cartoon depicting 
deployment of ASD device. 4C, four-chamber (view); Ao, aorta; SAX, short-axis (view). 


Table 8 Indications and contraindications for ASD and PFO closure 

Potential Indications for ASD and PFO closure 

Isolated secundum ASD with a pulmonary/systemic flow (Qp/Qs) ratio 1.5:1, signs of right ventricular volume overload 
PFO—cryptogenic stroke and evidence of right to left shunt (currently still under investigation and not FDA approved) 
Contraindications (absolute or relative) 

PFO or small ASD with Qp/Qs <1.5:1 or no signs of RV volume overload 
A single defect too large for closure (>38 mm) 

Multiple ASDs unsuitable for percutaneous closure 

Defect too close to SVC, IVC, pulmonary veins, AV valves, or coronary sinus 

Anterior, posterior, superior, or inferior rim <5 mm 

Abnormal pulmonary venous drainage 

Associated congenital abnormality requiring cardiac surgery 

ASD with severe pulmonary arterial hypertension and bidirectional or right-to-left shunting 
Intracardiac thrombi diagnosed by echocardiography 


subclinical event, with the device impinging on the surrounding 
structures, tenting the atrial or aortic tissue, or resulting in a subclin¬ 
ical pericardial effusion. Erosion can also manifest clinically with 
chest pain, syncope, shortness of breath, the development of a he- 
mopericardium, cardiac tamponade, hemodynamic compromise, 
and death. 151 - 154 

Most cases of erosion have been reported to occur within 72 hours 
of device implantation, but late erosion cases have been reported 
greater than 6 years after deployment. 1 Most erosions occur in 
the first week after implantation. Although not well defined, it 
has been assumed that erosion is related to the abrasive mechanical 


forces between the human tissue and the device (in contrast to 
inflammation). 

The cause of erosions is unknown. A thorough understanding of this 
serious problem has been hampered by the infrequency of this compli¬ 
cation and the absence of data from control populations. Extensive re¬ 
views of imaging and device data from series of cases in which erosions 
occurred have been performed. From such information and expert 
consensus, the factors can be broadly divided into those generally 
thought to be more significant such as device oversizing (present in 
up to 40% cases), the complete absence of the aortic rim, a high/supe- 
rior septal location of the defect, and a deficient anterior rim with 
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Table 9 Proposed possible risk factors for Amplatzer device 
erosion 

Deficient aortic rim in multiple views, absent aortic rim at 0° (“bald 
aorta”) 

Deficient superior rim in multiple views 
Superior location of secundum ASD 
Oversized ASD device (device diameter >1.5 times static 
stop-flow diameter) 

Dynamic ASD (50% change in size of ASD) 

Use of 26-mm ASO device 
Malaligned defect 

Tenting of atrial septal free wall after placement of device 
(into transverse sinus) 

Wedging of device disc between posterior wall and aorta 
Pericardial effusion present after device placement 


associated insufficiency of the posterior rim. Other morphologic risk 
factors that have been proposed to predict erosion include a specific 
ASD orientation such as malalignment of the defect with the aorta, a 
dynamic ASD (one that changes size more than 50% throughout the 
cardiac cycle), a deficient or an absent aortic rim (present in up to 
90% of cases), and a device that straddles or splays around the aorta. 
No consensus has been reached, however, in the interventional com¬ 
munity regarding the root cause of erosion. It is important to 
note, for example, that a deficient aortic rim is prevalent among 
populations of patients who have undergone successful device 
closure of ASD with the ASO (St. Jude Medical) (40% in a recent 
report). 153,154 Important risk factors for erosion after device 
placement have been suggested from a retrospective review of 
available data on confirmed cases and include deformation of the 
closure device at the aortic root and pericardial effusion seen within 
24 hours of deployment. The proposed risk factors for erosion of the 
Amplatzer device are listed in Table 9. 

No one risk factor or echocardiographic feature therefore can 
define the absolute risk of erosion. Thus, no clear "echocardiographic 
contraindications" exist for device closure. In one conceptual frame¬ 
work, for example, erosion might result from the unique combination 
of certain specific high-risk ASD morphologic features that are then 
combined with an oversized device and subsequent remodeling of 
the heart and closure device. Echocardiographic imaging therefore 
might help to identify patients at risk of erosion (e.g., aortic rim defi¬ 
ciencies, device-patient mismatch at the atrial roof, or impingement 
of the aorta before release). 54 The FDA and the manufacturer 
have concurred that an additional postapproval study of the ASO 
(St. Jude Medical) would be beneficial to better evaluate the risk fac¬ 
tors for erosion. A standardized rigorous protocol for the evaluation of 
the atrial septum and associated rims, such as described in the present 
document, has the potential to increase the quality and consistency of 
the data used to analyze the root cause and prevent this rare, but 
serious, complication. 


Imaging Modalities in Transcatheter Guidance: TTE, TEE, 
ICE 

Regardless of modality, echocardiography is essential in the moni¬ 
toring of transcatheter procedure guidance and postprocedural 
complications. A comprehensive list of all potential complications 
of transcatheter closure and the appropriate imaging modality to assist 
with the diagnosis is provided in Table 10. 
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Device thrombosis Embolism, stroke Chronic or late Anticoagulation Diagnosis TEE 

Infectious endocarditis Embolism, sepsis, Chronic or late Antibiotics, surgery Diagnosis TEE 

abscess, death 

Device fracture Cardiac erosion, Chronic or late Surgical exploration Diagnosis TEE 

perforation, shunt 
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Figure 47 Images representing three (of five) key views for assessment of ASD by TEE. Short-axis views are critical for the assess¬ 
ment of the aortic rim and device interaction with the aorta. Bicaval and long-axis views (not shown) are critical for the assessment of 
the relationship of the device with the roofs of the atrium. AV, atrioventricular valve rim; Post, posterior rim. 



Figure 48 Three-dimensional TEE of medium size ostium secundum ASD with a mildly deficient aortic rim. (A) Midesophageal aortic 
valve short-axis view demonstrating ASD and aortic rim deficiency. (B) Similar view demonstrating brisk left to right color Doppler 
flow. (C) Zoom acquisition of ASD en face from RA perspective. White arrow indicates ASD. AV, aortic valve. 
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Figure 49 Three-dimensional TEE of medium size ostium secundum ASD with a deficient aortic rim. (A) Modified midesophageal 
four-chamber view. (B) Biplane image demonstrating multiple areas of deficiency. (C) Zoom acquisition of ASD en face from LA 
perspective. Yellow arrow indicates a deficient rim; white arrow, ASD. AV, aortic valve. See also Videos 20 and 21 . 


Transthoracic echocardiography is the least invasive imaging mo¬ 
dality for percutaneous transcatheter closure and could be adequate 
for procedure guidance in smaller patients. Its limitations include 
suboptimal imaging in larger patients and interference of the echocar- 
diographic probe with fluoroscopy. In addition, the implanted device 
creates artifacts, frequently precluding interrogation of the lower rim 
of the atrial septal tissue above the I VC. 

Transesophageal echocardiography provides detailed imaging find¬ 
ings during percutaneous transcatheter closure. ,8,63,66,80,90,145 
General anesthesia can be used when TEE is performed to enhance 
patient comfort and reduce the aspiration risk. In addition to 
anesthesia support personnel, a dedicated echocardiographer is 
required to perform the TEE during the closure procedure. 
Conscious sedation can also be used for selected cases. 

Intracardiac echocardiography has emerged as an alternative, and 
in some centers, the preferred, imaging modality for transcatheter 
closure guidance. 65 ' 83 ' 85 ' 88 ' 91 ' 92 ' 146 ' 156 ICE offers imaging that is 
comparable to TEE and superior to TEE with respect to LA 
structures and the posterior-inferior rim of the septum. An 
additional 8F-11F sheath is required for the intracardiac 
echocardiographic system. If the patient's weight is more than 
3 5 kg, the sheaths for both the device delivery and the ICE systems 
can be placed in the same femoral vein using two separate 
punctures several millimeters from each other. In smaller patients, 
venous access for the ICE catheter should be obtained in the 
contralateral vein. Although separate echocardiographic expertise is 
often used to provide assistance during the procedure, it is not 
required, because the interventionalist performing the septal closure 
can also manipulate the catheter. Its advantages include avoidance 
of general anesthesia, shorter procedure and fluoroscopy times, and 
comparable or lower cost to TEE-guided percutaneous closure 


when general anesthesia is used for those undergoing TEE-guided 
closure 65,83,90,146 Three-dimensional ICE has been recently intro¬ 
duced, and the preliminary results reported from evaluating patients 
with structural heart disease are beginning to emerge. 

Three-dimensional TEE offers RT3D imaging of the atrial septum, 
providing a comprehensive analysis of the defect and its relationship 
to the surrounding structures. Direct visualization of the deployed 
device from both atria augment the postdeployment assessment 
of the efficacy and potential complications associated with the 
procedure 67 ' 31 ' 63 ' 65 

Intraprocedural Guidance of Transcatheter Interventions 

All patients undergoing percutaneous transcatheter closure of septal 
defects require preprocedural echocardiographic imaging with 
either TTE or TEE, as outlined, to comprehensively assess the septal 
anatomy and determine the suitability of an atrial defect for device 
closure. This includes a thorough echocardiographic investigation of 
the entire IAS and surrounding structures using multiple sequential 
planes, as previously defined. The type of defect (ASD type, ASA, 
PFO, stretched PFO) and the number of defects (up to 13% of pa¬ 
tients could have more than one defect), defect size, location, 
morphology, and the surrounding atrial septal tissue (rims) should 
be defined (Table 7). Any associated abnormalities of the surround¬ 
ing structures such as the pulmonary veins, I VC, SVC, coronary 
sinus, eustachian valve, and AV valves should be characterized or 
excluded. 

The IAS defect and surrounding rims of atrial tissue should be 
carefully and thoroughly interrogated. Using TEE with the mid¬ 
esophageal four-chamber view (starting from 0° multiplane and 
moving in 15° multiplane increments), the inferior-anterior and 
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Secundum ASD deep transgastric live 3D mode I Secundum ASD posterior view 



Standard sagilal view Posterior perspective 


Figure 50 Representative views and anatomic landmarks in an ostium secundum ASD. (A) RA and LA en face views. (B) Another 
example of RA and LA en face views. (C) Transgastric sagittal bicaval view acquired in live 3D mode from the standard perspective 
(left) and posterior perspective (right). (D) Posterior aspect views demonstrating the variable alignment between the septum primum 
and septum secundum over the cardiac cycle. (Left) Alignment between the septum secundum and septum primum (arrow) compo¬ 
nents. Mild malalignment (middle) and more malalignment (right) present between the septal components. As the malalignment in¬ 
creases, the size of the interatrial communication (asterisk) increases. In the orientation icon, blue designates they plane, red, thex 
plane, and green, the z plane. A, anterior; Ao, aorta; C, catheter; CS, coronary sinus; L, left; LPV, left pulmonary vein; P, posterior; R, 
right; RAA, right atrial appendage; RPA, right pulmonary artery; S, superior; SI, septum primum; S2, septum secundum; TV, tricuspid 
valve. Reproduced with permission from Roberson et al. 2 


superior-posterior rims can be defined (Figures 47-49). The 
anterior (retro-aortic) and posterior rims are measured in the 
midesophageal AoV short-axis view (starting at 30°-4 5° multiplane 
and moving in 15° increments). The midesophageal bicaval view 
(110°-130°) is used to most clearly visualize the superior and infe¬ 
rior rims. Imaging with 3D echocardiography allows for acquisition 
of similar sets of data but without the need for serial assessment in 
multiple stepwise views (Figures 50 and 51). Transgastric imaging 
could be required to visualize the inferior rim of an ASD in some 
cases and can be used to define the relationship of the inferior 
aspects of the device and the IAS. 

ICE Guidance of PTC 

When using ICE guidance, a full assessment of the defect and surround¬ 
ing tissue rims should be performed. The probe is initially positioned 


such that the tricuspid valve is identified. From this position, a posterior 
deflection of the posterior/anterior knob with a slight rightward rotation 
of the right-left knob will obtain the septal view (Figures 42C, 43). 
Advancing the catheter cephalad produces the bicaval view, from 
which the superior and inferior rims and the defect diameter and config¬ 
uration are measured (Figure 52A). Rotation of the entire handle clock¬ 
wise until the intracardiac transducer is near the tricuspid valve, 
followed by a slight leftward rotation of the right-left knob until the 
AoV appears creates a view similar to the TEE short-axis plane, with 
the difference being the near field with ICE is the RA versus that with 
TEE showing the LA (Figure 52B). From this view, the diameter of 
the defect and the aortic and posterior rims can be measured. 

A complete "neutral" sweep should be performed starting at the 
"home view" and ending back at the home view. This will, in many 
instances, effectively exclude sinus venosus SVC-type ASDs, evaluate 
any AV valve regurgitation, and provide a comprehensive overview of 
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Figure 51 Three-dimensional TEE facilitates en face assessment of ASD shape and size and can characterize the degree of defi¬ 
ciency of the rims. The aortic rim is shown to be deficient in the bottom center image slice. 


the atrial septum. This should be performed before and after device 
placement, again to evaluate for mitral regurgitation and tricuspid 
regurgitation after device placement. A full sweep both of the bicaval 
and AoV views usually can be done with the catheter having a poste¬ 
rior tilt and pointing directly anterior in the RA. 

The initial echocardiographic assessment should include measure¬ 
ment of the defect diameter in the orthogonal planes, overall septal 
length, and defect rims (retro-aortic, inferior-IVC, and posterior-pul¬ 
monary vein). If multiple defects are present, each should be charac¬ 
terized and the distance separating them measured. 

In addition to echocardiographic data, a thorough right and left 
heart hemodynamic assessment is performed to determine the phys¬ 
iologic significance of the defect and exclude any anatomic or physi¬ 
ologic contraindications to septal closure. Right upper pulmonary 
venous angiography (35° left anterior oblique with 35° cranial angu¬ 
lation) can be performed to profile the atrial septum and serve as a 
fluoroscopic road map during device deployment. 

Balloon sizing of the defect with fluoroscopic and echocardio¬ 
graphic imaging is recommended for all ASD device closure cases; 
however, some operators might choose not to perform balloon 
sizing owing to the dimensions of the defect. The stop-flow tech¬ 
nique involves placement of a sizing balloon (St. Jude sizing balloon, 
St. Jude Medical; or NuMED sizing balloon, NuMED Inc., 
Hopkinton, NY) across the interatrial defect. During imaging with 
color Doppler, slow inflation of the balloon is performed until color 


flow across the defect has completely ceased (Figure 53 A). The 
diameter of the balloon within the atrial septum is measured in 
several imaging planes at the point at which flow across the defect 
has been eliminated. In addition, it is essential to interrogate the 
septum during balloon occlusion of the defect in two orthogonal 
views (short axis and bicaval) to identify or exclude the presence 
of additional defects. 

Once sizing has been completed, the ICE catheter is moved 
back to the long axis to monitor the various steps of closure 

(Figure 53B-E). 

Imaging the IAS Immediately After the Procedure 

Echocardiographic guidance during deployment of both the ASO 
(St. Jude Medical) and the Helex (W.L. Gore) septal occlusion de¬ 
vices is used to monitor all stages of device delivery. The most useful 
views with TEE are the four-chamber and short-axis views. With 
ICE, the bicaval view gives a panoramic image of the entire LA 
(Figure 53). 

For the ASO (St. Jude Medical), a device between the stop-flow 
diameter and up to 2 mm greater is typically selected. The delivery 
system is introduced through the venous sheath and advanced into 
the left upper pulmonary vein (Figures 52 and 53). The wire and 
the dilator are slowly withdrawn, taking care to eliminate the 
possibility of air embolism. The device is loaded and advanced to 
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Figure 52 Intracardiac echocardiographically guided ASD closure of ostium secundum defect. (A and B) Preprocedure images 
demonstrating ostium secundum ASD. Yellow arrow indicates ASD. (C) Passage of guidewire into left superior pulmonary vein. 
(D) Passage of guide catheter into LA. DTA, descending thoracic aorta. See also Videos 22 and 23. 



Figure 53 Intracardiac echocardiographically guided ASD closure of ostium secundum defect. (A) Balloon sizing of the defect with 
and without color Doppler. Arrow indicates a small degree of flow around the sizing balloon. (B) Left atrial disc opens and is withdrawn 
to the interatrial septum. (C) Withdrawal of the LA disc toward the IAS. (D and E) Both discs are opened and the position is checked 
carefully to ensure the septum is “sandwiched” between the discs. See also Videos 24-28. Video 28 represents a sweep through the 
ASD resulting in an en face view of a stable device. 
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Figure 54 Intracardiac echocardiographically guided ASD 
closure of ostium secundum defect. See the section on Imaging 
the IAS Immediately After the Procedure for details. The final po¬ 
sition of device (after release from guiding cable) demonstrating 
normal small residual leak (arrows) through the device (before 
thrombosis and endothelialization). 

the tip of the sheath. The delivery sheath is then repositioned into the 
body of the LA from the pulmonary vein. The interventionalist fixes 
the cable and retracts the sheath, thus deploying the LA disc 
(Figure 53 B). It is critical that echocardiography demonstrates to the 
operator at this stage that the LA disc is remote from the pulmonary 
veins or LA appendage. Once the left disc is within a few millimeters 
from the septum, the connecting waist is deployed partially in the LA 
with continuous traction toward the defect (Figure 530. The objec¬ 
tive is to "stent" the defect with the waist. Next, with continuous trac¬ 
tion toward the RA, the RA disc is deployed (Figure 5 3D and E). Once 
the entire disc is free of the sheath, the delivery cable is advanced to¬ 
ward the septum to bring the two discs of the device into approxima¬ 
tion (Figure 53E). 

For the Helex septal occluder (W.L. Gore), the ratio of the device 
to defect diameter should exceed 2:1, and the selected diameter of 
the device should be no more than 90% of the measured septal 
length. Under fluoroscopic and echocardiographic visualization, 
the catheter tip of the Helex delivery system (W.L. Gore) is 
advanced across the ASD until the radiopaque marker is positioned 
within the LA. The left atrial occluder disc is formed in the body of 
the LA. The interventionalist relies primarily on fluoroscopic imag¬ 
ing for this maneuver. If TEE is being used, it might be beneficial 
to pull the probe back out of the fluoroscopic field. Once the LA 
disc has been formed, echocardiographic imaging is used to guide 
the positioning of the device against the LA aspect of the septum. 
The LA disc is fixed against the septum while the delivery catheter 
is withdrawn into the RA and the RA disc is formed. 
Echocardiographic assessment is performed to confirm that both 
right and left discs appear planar and apposed to the septum with 
septal tissue between the discs. 

For both the Helex (W.L. Gore) and the ASO (St. Jude Medical) de¬ 
vices, a complete assessment of the device, atrial septum, and sur¬ 
rounding structures is performed before release of the device. Two 
orthogonal views are obtained to verify that the LA and RA discs 
are located in the correct chamber. Color Doppler interrogation is 
performed to exclude residual flow at the device margins, the pres¬ 
ence of which suggests inappropriate device size or position 
(Figure 54). Careful imaging is performed to identify the presence 
of atrial septal tissue between the LA and RA device discs. 
Although the aortic rim is generally easily seen, care must be taken 


to identify the presence of posterior and inferior tissue. Interference 
with the pulmonary veins, coronary sinus, AV valve function, and 
deformation of the aortic root are carefully assessed and excluded 
before release. Possible device interaction with the aorta and sur¬ 
rounding tissues should be noted. After release of the device, the iden¬ 
tical assessments should be performed again. The role of 3D ICE has 
not yet been clearly defined, but it offers potential for additional 
anatomic delineation at the transcatheter closure (Figure 55). 9 

Follow-Up 

A TTE study should be performed before hospital discharge (and 
repeated in 1 week when the Amplatzer device has been used). 
Attention should be given to the device position, any residual shunt, 
and any evidence of erosion, device instability, or deformation of the 
surrounding structures. The presence of a pericardial effusion of even 
modest size could be an indication of device erosion. A 12-lead elec¬ 
trocardiography study should also be performed because rare cases of 
heart block have been reported with large devices. An 

increased incidence of atrial arrhythmias and conduction 
abnormalities early after device closure has been reported. 

Follow-up evaluations, including TTE, should be performed at 1,6, 
and 12 months after the procedure, with a subsequent evaluation every 
1 -2 years. For the Helex septal occluder (W.L. Gore), attention should 
also be given toward the stability of the device, because a lack of device 
stability could indicate wire frame fractures. In instances in which de¬ 
vice stability is questionable, fluoroscopic examination without contrast 
is recommended to identify and assess wire frame fractures. The RV 
size will typically improve rapidly in the first month after termination 
of the left-to-right shunt; however, long-standing RV dilation might 
improve more slowly and also might not normalize completely. 


KEY POINTS 

• TTE is the least invasive imaging modality for percutaneous transcatheter closure 
and might be adequate for procedure guidance in smaller patients. 

• TEE provides detailed imaging during percutaneous transcatheter closure. 

• ICE has emerged as an alternative to TEE and, in some centers, is the preferred im¬ 
aging modality for transcatheter closure guidance. 

• 3 D TEE offers RT3 D imaging of the atrial septum, providing a comprehensive anal¬ 
ysis of the defect and its relationship to surrounding structures. 

• Regardless of modality used, a complete assessment of the defect and surrounding 
tissue rims should be performed (Table 7). 

• Balloon sizing of the ASD is recommended before closure. During imaging with 
color Doppler, slow inflation of the balloon is performed until the color flow across 
the defect has completely ceased. The diameter of the balloon within the atrial 
septum is measured in several imaging planes at the point at which the flow across 
the defect has been eliminated. 

• A complete assessment of the closure device, atrial septum, and surrounding struc¬ 
tures should be performed before release of the device. 

• Careful imaging should be performed to identify the presence of atrial septal tissue 
between the LA and RA device discs. Although the aortic rim is generally easily 
seen, care must be taken to identify the presence of posterior and inferior tissue. 

• TTE should be performed on all patients before hospital discharge (and repeated in 
1 week when the ASO device has been used). 

• Follow-up evaluations with TTE should be performed at 1,6, and 12 months after 
the procedure, with a subsequent evaluation every 1 -2 years. 

CONCLUSION 


As presented in the present document, a comprehensive systematic 
echocardiographic evaluation of the atrial septal anatomy and associ¬ 
ated abnormalities includes the detection and quantification of the 
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Figure 55 Three-dimensional ICE demonstrating the relationship of the atrial septal occluder to the aorta in 2D (left) and 3D (right) 
imaging modes. ASO, atrial septal occluder. 


size and shape of all defects, the rims of tissue surrounding the defect, 
the degree and direction of shunting, and the remodeling and changes 
in size and function of the cardiac chambers and pulmonary circula¬ 
tion. This requires integration of findings across TTE, TEE, and/or 
ICE imaging for the complete assessment of patients with atrial septal 
abnormalities. A standardized imaging approach and nomenclature 
has been presented in the present document to facilitate the compre¬ 
hensive assessment of these abnormalities. 

The emergence of 3D visualization and characterization of 
normal and abnormal septal anatomy has contributed significantly 
to the evaluation of the IAS and percutaneous and surgical thera¬ 
peutic intervention. Future imaging directions include continued 
refinement of 3D imaging techniques across all modalities (TTE, 
TEE, ICE), fusion of echocardiography with other imaging modal¬ 
ities such as cardiac computed tomography and fluoroscopy for 
guidance of transcatheter closure, additional refinement of the 
methodology in the assessment and quantification of interatrial 
shunting, and additional delineation of the pathophysiologic rela¬ 
tionship of PFO with cryptogenic stroke. Imaging has the potential 
to contribute to and enhance the understanding of factors that 
lead to successful device implantation and the risk factors for 
erosion and device embolization. 

NOTICE AND DISCLAIMER 


This report is made available by the ASE and the Society for Cardiac 
Angiography and Intervention (SCAD as a courtesy reference source 
for members. This report contains recommendations only and should 
not be used as the sole basis of medical practice decisions or for disci¬ 
plinary action against any employee. The statements and recommen¬ 
dations contained in this report were primarily based on the opinions 
of experts, rather than on scientifically verified data. ASE and SCAI 
make no express or implied warranties regarding the completeness 
or accuracy of the information in this report, including the warranty 
of merchantability or fitness for a particular purpose. In no event shall 


ASE or SCAI be liable to you, your patients, or any other third parties 
for any decision made or action taken by you or such other parties in 
reliance on this information. Nor does your use of this information 
constitute the offering of medical advice by ASE or SCAI or create 
any physician-patient relationship between ASE or SCAI and your 
patients or anyone else. 


SUPPLEMENTARY DATA 


Supplementary data related to this article can be found at http://dx. 
doi.org/10.1016/j.echo.2015.05.015. 
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